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Foreward 



I am delighted to present the 2000 edition of the Student 
Monograph. Working with young scholars from across the 
country has been a wonderful experience. It is not often one 
gets the chance to see the future of your profession so closely. 
If past issues of the Student Monograph are any indicator, 
many of the authors in this year’s monograph will be the 
researchers of our future. 

I wish to express my admiration to all the students who 
submitted manuscripts for publication in the 2000 Eta Sigma 
Gamma Student Monograph. Your efforts are an impor- 
tant part of your professional growth. To those students 
whose work was not accepted for publication, do not be- 
come discouraged. Refereed journals do not accept all of 
the manuscripts submitted. Your willingness to submit work 
to the Student Monograph will pay dividends to you in the 
future. Congratulations to the student Gammans whose work 
was chosen to be published. 

I would like to acknowledge the efforts of the faculty spon- 
sors and editorial reviewers. Their guidance has been in- 
valuable to the students and to the Monograph. The advice 
and support of the faculty sponsor is important to help the 



student author through the process of writing, revising, and 
submitting manuscripts. I would also like to express my 
appreciation to the reviewers for taking time from your busy 
schedules to critique the papers. Your written comments 
were helpful in polishing the manuscripts for this publica- 
tion. 

In addition, I wish to thank the administration and staff of 
the Department of Physiology and Health Science at Ball 
State University for providing me with the support neces- 
sary to complete the many tasks associated with publishing 
the Monograph. I also wish to thank Professor Mohammad 
R. Torabi for the opportunity to be a part of the 2000 Stu- 
dent Monograph. 

Again, a hardy pat on the pack to the student authors. In 
the future I look forward to reading many excellent articles 
written by you. 

Jeffrey K. Clark, H.S.D. 

Guest Editor 

2000 Eta Sigma Gamma Student Monograph 
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Preface 



On behalf of your National Executive Committee of Eta 
Sigma Gamma (ESG), I would like to offer my sincere con- 
gratulations to all of the students who submitted research 
papers for publication consideration in this student issue of 
The Health Education Monograph Series. This is a strong 
indication of our students’ commitment to research. I would 
like to extend my genuine appreciation to Dr. Jeffrey Clark for 
the excellent job he has done as our Guest Editor for this 
issue. Further, I wish to thank all faculty advisors who en- 
couraged and worked with the students in the manuscript 
preparation. My sincere appreciation and gratitude are ex- 
tended to Kathy Finley for her assistance in preparing the 
final publication, and Joyce Arthur for her technical assis- 
tance. A special thanks is also extended to Mr. Jay Javed, 
Executive Director of ESG for his general assistance. Cer- 
tainly, I must thank the Department of Applied Health Sci- 
ence of Indiana University for the in-kind support provided 
for the publication of the Monograph Series. 

I would like to invite all faculty to encourage students to 
submit research papers for the next student issue of The 
Health Education Monograph Series. The deadline for 
submission is January 10, 2001 . Our guest editor for the 



next student issue is Dr. Akbar Davami, MSPH, CHES, Asso- 
ciate Professor of Health & Safety Studies at California State 
University, Sacramento, 6000 J Street, Sacramento, CA 95819- 
6073 . Phone number (9 1 6)278-5689, fax number (9 1 6)278-742 1 . 

Finally, I would like to thank you for sharing your com- 
ments with me regarding the past Monograph Series. As 
always, I am eager to hear your criticism, comments, and 
suggestions relative to this publication. I do hope that you, 
as loyal members of this National Honorary, check your col- 
lege/university libraries and make sure that they receive 
The Health Education Monograph Series. If not, please 
request that they subscribe to these important publications. 
It is a privilege for me to serve ESG members and our profes- 
sion. 

I look forward to hearing from you. 



Mohammad R. Torabi, PhD, MPH CHES 
Editor, The Health Education Monograph Series 
Indiana University 
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Educating Older Adults About Medications 



Patricia Barrett-Schwer 



Abstract 

Older adults taking multiple medications for chronic health 
problems are dangerously unknowledgeable about their medi- 
cations and pose a modern health education professional 
challenge. Increased medication use by older adults could 
bring increased risk for the estimated nine million adverse 
drug reactions occurring in the elderly each year (Kahle, 
Blandford, Krueger, & Zwick, 1992). Dedicated and com- 
prehensive education on facts such as medication names, 
use, and awareness of potentially dangerous drug side ef- 
fects is needed. While physicians and pharmacists are cur- 
rently excellent sources of drug information, most have nei- 
ther the time, training, nor setting required for comprehen- 
sive education. Health educators possess that education and 
training, and with a few additional classes (e.g. pharmacol- 
ogy, medical terminology, or patient education) could an- 
swer the challenge. Working in partnership with physicians, 
whether in private practice or HMOs, one-on-one counsel- 
ing or with groups, health educators can provide cost effec- 
tive medication education. 

Introduction 

Statistics on the growth of the elderly population, com- 
bined with the ever increasing numbers of medications that 
they are taking, are reasons for concern. The United States 
Administration on Aging (AOA) recently reported that the 
65-year and older segment of the U.S. population numbered 
34.4 million in 1998, or about 12.7% of the population. By 
the year 2030, that number could more than double to ap- 
proximately 70 million (AOA, 1999). The advancing age of 
the population brings chronic health problems that increase 
the potential for daily medications, reactions from their side 
effects, and consequently the need for even more medica- 
tion. Estimates of the number of prescriptions taken by older 
adults with chronic health problems can range as high as 15 
to 31 per year (Kahle, Blandford, Krueger, Sc Zwick, 1992). 

Problem 

Although medications can be life saving, they can also 
have potentially serious consequences, particularly when pa- 
tients are uninformed or inadequately informed about their 
own unique combination of medications (Rochon & Gurwitz, 



1999). The possible chemical reactions from taking those 
medications caused one pharmacology instructor to refer to 
medications as poisons with side effects (J. Chambers, per- 
sonal communication, February, 1 997). He based the state- 
ment on the fact that each drug introduced into the body 
produces one or more therapeutic effects, and one or more 
potentially toxic side effects (Smith & Reynard, 1995). Phy- 
sicians normally choose a drug for its most prominent effect 
in order to provide relief from or cure a health problem. The 
remaining effects, or side effects, cannot be ignored. They 
must be dealt with either by countering the side effect with 
another drug or by changing the prescription in favor of an- 
other from the same category (Smith & Reynard, 1995). 

Adverse drug reactions are the development of severe un- 
desired side effects, or toxicity, caused by the administra- 
tion of drugs (Thomas, 1993). Although it is the goal of phar- 
macology to discover effective drugs without adverse effects, 
it is a fact that all drugs have undesired effects at some dose 
(Smith & Reynard, 1995). In aging bodies, most drug ef- 
fects are magnified, in part because decreased organ func- 
tion causes slower elimination of drugs. The decreased drug 
elimination provides the potential for adverse drug effects 
or possibly even death (Smith & Reynard, 1995). This is 
illustrated by the estimated nine million adverse drug reac- 
tions in the elderly population each year. More than 200,000 
of these require hospitalization (Kahle, Blandford, Krueger, 
& Zwick, 1992). 

Financial concerns are at issue as well. The United States 
Food and Drug Administration (FDA) reported that incor- 
rect medication use caused the loss of approximately $76.6 
billion annually from increased doctor visits, hospital stays, 
lost wages, and changed prescriptions (FDA, 1999). Many 
of those drug errors and financial losses are predictable and 
therefore avoidable through education (Cunningham, 1997). 

Medication education for older adults is not a problem 
limited to the United States. One British research study of 
elderly patients 75 years and older taking multiple medica- 
tions demonstrated that 64% of the subjects could identify 
the correct trade name of their medications, 72% knew the 
correct dosage to take, and 72% could give the correct dose 
schedule from memory (Blenkiron, 1996). Although these 
percentages may sound encouraging to some, it remains a 
consideration that 36% of the elderly would not be able to 
give a physician medication names in the event of a medical 
emergency. Q 
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Literacy also has a significant influence on older patients’ 
drug education needs. Approximately one third of the older 
adults are functionally illiterate. That third are also more 
likely to live in poverty, be less educated, and be taking mul- 
tiple medications for chronic health problems (Davis, 
Meldrum, Tippy, Weiss, & Williams, 1996). Many elderly 
lack the ability to read important printed drug warnings on 
prescription bottles. Assessment of reading disability requires 
individualized assessment as to learning needs, reading lev- 
els, and learning styles. Medication teaching guided by edu- 
cational theory can provide process assessment, a basis for 
replication of successful interventions, and a framework for 
planning interventions (Doak, Doak, & Root, 1996). 

Medication Education as a Solution 

Medication education can have a significant effect on medi- 
cation compliance. O’Connell and Johnson (1992) surveyed 
44 ambulatory patients assessing knowledge about their 
medications, and their self-estimated compliance levels. 
Purpose for taking the drug was recalled by 64% and only 
27% were aware of possible side effects. These findings 
were consistent with similar research on medication educa- 
tion. 

The effectiveness of medication education for older pa- 
tients has been established in several research studies. Hayes 
(1998) conducted a study using drug education strategies 
tailored to the elderly. The study compared the knowledge 
of 60 patients, 65 and older, after an emergency room visit. 
Those subjects who were given medication education tai- 
lored to older adults demonstrated significantly improved 
medication knowledge scores after the educational interven- 
tions. 

Ryan (1998) found that by individualizing medical educa- 
tion programs patient knowledge can be increased. A group 
of 15 older patients were surveyed to assess medication 
knowledge before and after a two week individualized edu- 
cation program. Each patient was interviewed to create an 
individual program of a combination of written and verbal 
instruction. The average increase in knowledge was 26%, 
with high levels of patient satisfaction. 

Present Sources of Medication Education 

While physicians have traditionally been responsible for 
patient education and are an excellent source of information 
(Kessler, 1991), many patients visit multiple specialty phy- 
sicians. Educational efforts should then be directed at, and 
uniquely tailored to individual patients rather than to a single 
condition. Today, physicians rarely have time for in depth 
counseling because of their heavy patient loads (Weiderholt, 
Clarridge, & Svarstad,1992). Even those physicians who do 
an excellent Job of educating, and spend a significant amount 
of time, must find it frustrating that patients often formulate 
their questions after the visit is oveh;The result is that ques- 



tions may go unanswered, and patients may make medica- 
tion decisions on their own without adequate knowledge 
(Tang, Newcomb, Gorden, & Kreider, 1997). 

Pharmacists are another important source of medication 
information. Information giving, however, is not synony- 
mous with education since it does not include the planned 
interventions of an educational program. As with physicians, 
there are pharmacists who do an excellent job, but there are 
those who spend limited time with their customers and fail 
to give them basic information (Wiederholt et al., 1992). 

Health educators have increased training and responsibili- 
ties such as the undertaking of a comprehensive assessment 
of the learner’s needs, planning effective educational inter- 
ventions, and assessing the process and outcomes (Cottrell, 
Girvan, & McKenzie, 1999). This is a step beyond provid- 
ing relevant and understandable information. Their training 
includes familiarity with various health education and be- 
havioral theories. 

Implications for Health Education 

The need for comprehensive medication education has not 
been met by either the physicians or the pharmacists. Physi- 
cians’ limited time for education results in neither comprehen- 
sive, planned, nor cost effective education. Pharmacists expe- 
rience similar limitations, but also often have inadequate edu- 
cational setting to adequately educate their customers. It is also 
probable that neither physicians nor pharmacists have the 
unique and total picture of the patient’s educational needs be- 
cause of patients’ use of multiple physicians and/or pharma- 
cies (Monane, Monane, & Semla, 1997). 

Health educators are uniquely qualified to provide cost-ef- 
fective medication education for older adults. Competent health 
educators are prepared to assess needs, as well as to plan, imple- 
ment, and evaluate educational programs that can protect and 
improve individual or group medication behavior. These charac- 
teristics can benefit older adults by increasing prescription drug 
knowledge, and decreasing medication errors. 

Educating patients about their prescription use is an area 
that has only recently begun to be studied. Future identifica- 
tion of both medication knowledge and individual patient needs 
will be required (Schuster, 1995). To individualize and carry 
out medication education, one-on-one medicine counseling can 
occur during a home visit, a physician visit or at a health main- 
tenance organization (HMO). Older patients could be assisted 
with preparation of a list of their physicians and medications 
and allergies (FDA, 1999). Small groups, or seminars could be 
arranged in retirement centers. In many instances, simply clarify- 
ing a medication misunderstanding is sufficient to prevent a medi- 
cation error (Kessler, 1991 ). 

Conclusion 

Health educators in partnership with patients, physicians. 



” THE HEALTH EDUCATION MONOGRAPH SERIES 2i 



Volume 17, Number 3 



Page 2 



and pharmacists can make significant improvements in medi- 
cation behaviors to reduce medication errors. Questions pre- 
viously thought to be too unimportant to bother a physician 
with can be explored and answered. 

In preparation for this challenge, health education students 
should consider the addition of a few elective classes (e.g., 
pharmacology, patient education, or medical terminology) 
to keep abreast of today’s health education needs. Intern- 
ships or practicum could then be sought in a patient educa- 
tion setting. Health educators have made remarkable strides 
in the prevention of disease and disability in many areas (e.g., 
alcohol, tobacco, nutrition, etc). Health education can play 
a significant role in preventing problems associated with older 
adults, as well as maximizing their medications practices. 
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Health Educators’ Role in 
Weight Management and Body Acceptance 

Melanie H. Brede 



Abstract 

In a society obsessed with appearance, Americans struggle 
with weight management and body dissatisfaction. Un- 
healthy dieting practices and unrealistic appearance expec- 
tations are damaging to physical and psychological health. 
Instead of demanding weight loss, many health profession- 
als are now calling for weight maintenance and body-accep- 
tance. From a critical review of the weight management and 
body image literature, suggested roles for health educators 
in weight management and body-acceptance are described. 
It is the responsibility of health educators to educate the public 
about realistic body weight, help individuals set achievable 
goals, enhance social support, educate other healthcare pro- 
fessionals, model body acceptance, and plan and implement 
effective health education programs. 

Introduction 

America is a society obsessed with appearance. The im- 
ages we see on television, in magazines, and in movies por- 
tray an ideal simply unobtainable by the majority of the popu- 
lation. Yet, many try relentlessly to obtain a the look through 
fad diets and dietary supplements, often at the expense of 
physical and psychological health. This paper discusses 
weight management and body image problems faced by 
Americans, presents issues involved in resolving these prob- 
lems, and suggest roles health educators may take in com- 
bating these problems. 

The Problem of Overweight 

The United State faces an obesity crisis of epidemic pro- 
portions. In the 1980’s, the prevalence of obesity increased 
40%. Currently, more than one third of the American adults 
are obese. Obesity has been linked to many comorbid con- 
ditions, including cardiovascular diseases. Type 2 diabetes, 
impaired glucose tolerance, hyperinsulinemia, dyslipidemia, 
hypertension, sleep apnea, gallbladder disease, osteoarthri- 
tis of weight-bearing Joints, reduced fertility, and some can- 
cers (Rippe, 1998). Over consumption of energy and inad- 
equate levels of physical activity, two behaviors commonly 
associated with obesity, contributed to 300,000 avoidable 
deaths per year, making this combinatioi^o|lifestyle factors 
the second leading cause of preventable death in America. 



Obesity accounts for more than $68 billion in health care 
costs and 6% of the nation’s total health budget (Rippe, 1998). 

Physical and monetary costs are not the only expenses ex- 
acted by obesity. The social and psychological burdens car- 
ried by obese people are tremendous. In our society, thin- 
ness is the ideal. Television, magazines, and even cereal 
boxes depict thin people as happy people. Thin people are 
perceived as beautiful, successful, powerful, and moral, while 
obese people are perceived as ugly, lazy, stupid, and cheats 
by children as young as six years old (Ciliska, 1990). The 
discrimination that results from these perceptions is perva- 
sive in our society. In one study, mental health workers were 
asked to assess a patient given the patient’s case history and 
a photo. The case histories given were the same in each 
case, but the photo varied between a best- weight, overweight, 
and obese woman. Workers assigned more negative psy- 
chological symptoms to the obese woman than the other 
women (Ciliska, 1990). 

In general population studies, the obese show no greater 
psychopathology than the non-obese. They do, however, 
demonstrate greater disparagement related to their own bod- 
ies (Ciliska, 1990). In comparison to normal weight indi- 
viduals, obese people, especially women, have more nega- 
tive body images (Parham, 1999). They overestimate or dis- 
tort their body size more, are more dissatisfied and preoccu- 
pied with their physical appearance, and avoid more social 
situations due to their appearance (Rosen, Ofosan, & Reiter, 
1995). Body image is closely related to self-esteem, and 
body dissatisfaction is related to body image disturbance, 
which is one aspect of eating disorders (Parham, 1999). 

Given the enormous physical, monetary, social, and psy- 
chological costs of obesity, finding an effective treatment 
for this epidemic is paramount. Dieting is by far the most 
commonly attempted method of weight loss. Diets alone, 
however, do not work. Dieting results in a decreased me 
tabolism, according to some researchers (Ciliska, 1990). As 
a consequence of a decreased metabolism, the number of 
calories required Just for weight maintenance drops. When 
the diet is terminated, the return to a normal level of food 
intake promotes rapid weight gain. With repeated dieting, 
the metabolism drops further, exacerbating weight gain 
(Ciliska, 1990). 

Another theory that explains the body’s maintenance of 
weight despite variations in caloric intake is the set-point 
theory, which states that the body resists displacement from 
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a set body weight set-point by adjusting the rate of energy 
expenditure (Ciliska, 1990). On-again off-again dieting, or 
weight cycling, has been linked to risk for coronary heart 
disease and all-cause mortality (Brownell, 1991). The re- 
strictive nature of diets can lead to feelings of deprivation, 
which can lead to overwhelming hunger and overeating. 
After numerous failed attempts to lose weight, people often 
become discouraged and depressed. Dieting has not helped 
them physically, and they feel worse psychologically (Ciliska, 

1 990). Still, in pursuit of thinness, people then turn to other 
methods of weight loss, including herbs, pills, creams, medi- 
cations, hypnosis, and even surgery. These methods have no 
guarantee, are expensive, and are often unsafe. For example, 
in 1997, the FDA asked for a recall of the diet drugs 
phentermine, fenfluramine, and dexfenfluramine due to their 
association with heart valve injuries (Fernandez & Saunders, 
1999). If these methods fail to achieve weight loss, but in- 
stead are physically and psychologically harmful, why pur- 
sue weight loss anyway? 

Body Image Therapy and Size Acceptance in Weight Man- 
agement 

Body Image Therapy 

Most obese persons cite wanting to improve physical self- 
image as their primary reason for attempting weight loss 
(Rosen, 1995). However, as described in retrospective stud- 
ies by Cash, Counts, and Huffine (1990) (as cited by Rosen, 
1995), losing weight does not guarantee a normal body im- 
age. This is because most weight control programs have not 
targeted body image (Rosen, 1 995). Also, the rebound weight 
gain typical after a weight control program fails is detrimen- 
tal, adding to appearance dissatisfaction. Many psycholo- 
gists have joined an anti-diet, anti-weight reduction move- 
ment due to their concern about the poor outcome in most 
obesity treatments. However, they stress that merely giving 
up dieting does not lead to improved body image. Rather, 
techniques such as cognitive behavioral body image therapy 
should be employed (Rosen, 1995). This therapy can result 
in significant improvement in body image, independent of 
weight change. 

Cognitive behavioral body image therapy employs a vari- 
ety of techniques (Thompson, 1990). In image confronta- 
tion, patients estimate their body size, then they are shown 
comparisons of their actual size and their estimates. This 
technique is useful in correcting size perception distortion. 
Traditional cognitive therapy targets negative self-statements. 
A counselor demonstrates how to change negative beliefs 
about appearance into positive ones. When the client suc- 
cessfully substitutes a positive for a negative thought, the 
counselor praises the client, providing reinforcement. Be- 
havioral procedures are another major component of treat- 
ment. Stress-inoculation training, in which clients imagine 
encountering situations that evoke negative thoughts and 



feelings about their bodies, is one such procedure. This ap- 
proach may be followed by in vivo exposure to problematic 
situations, which requires clients to actually confront the 
stimulus elements that cause discomfort. Another useful 
treatment for body image disturbance trains the client to rec- 
ognize the discrepancy between perceived and ideal self 
(Thompson, 1990). 

Body Image Disturbance 

The discrepancy between perceived and ideal self rests at 
the root of body image disturbance. According to Brownell 
(1991), two faulty assumptions commonly are associated with 
body weight and shape: (a) the body is infinitely malleable, 
so that with the right diet and exercise, everyone can reach 
the ideal, and (b) vast rewards await the person who attains 
the ideal. Attaining the ideal is simply not possible for most 
people. Much of body shape and size is genetically deter- 
mined. In a 1 990 study by Stunkard et al. (as cited in Rosen, 
1995) of twins reared apart, correlations between weights 
were .70 for men and .66 for women. The same year, 
Bouchard et al. (as cited in Brownell, 1991) reported results 
from a study in which identical twins were overfed to exam- 
ine genetic contributions to increased weight and alterations 
in body fat distribution. Six times more variability between 
twin pairs than within pairs was found, arguing for signifi- 
cant genetic influences on weight and body fat distribution 
(Brownell, 1991). The ideal body seen in actresses, models, 
and elite distance runners is one with only 1 0- 1 5% body fat. 
Normal body fat for a healthy woman is 22-26%. Not only 
are these ideal women genetically unique, they also exercise 
religiously. Miss America contestants average 14 hours per 
week of exercise, and some do as much as 35 hours! This 
rate far exceeds the amount of exercise needed to pursue 
healthy living (Brownell, 1991). 

The reward for being attractive is far from instant happi- 
ness. Studies show no link between actual physical attrac- 
tiveness and body image satisfaction. Overall, attractive 
people have lower college admission rates, lower IQ’s, more 
difficulty sustaining close relationships, and feel less satis- 
fied with life as they age and beauty fades (Brownell, 1991). 
For many people, the ideal body represented on television 
shows and magazine covers is not the only unrealistic stan- 
dard for measuring obesity. Charts such as the popular 1 983 
Metropolitan Height and Weight Tables define an ideal body 
weight that many obese patients have never achieved. Cli- 
nicians are beginning to revamp their definitions of healthy 
weight. Their criteria for successful weight management are 
now based more on improved physical health. A small 
amount of weight loss may prove very effective in reducing 
health risk. Weight loss of between 5% and 10% can im- 
prove glycemic control in patients with type 2 diabetes. It 
also can improve insulin sensitivity, reduce blood pressure, 
decrease plasma lipid levels, and reduce other risk factors in 
obese patients. In addition, slow, modest weight loss offers 
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the patient time to make behavioral changes, including build- 
ing tolerance for lapses (Nonas, 1998). 

Issues in Body Acceptance 

Patients eager to lose weight at the beginning of treatment 
may not recognize the value of gradual weight loss. They 
may strive to lose too much weight too fast. Once they lose 
some weight and begin to feel physically and psychologi- 
cally better, they may be more willing to accept modest 
weight loss goals (Nonas, 1998), Fear of failure is also com- 
mon at the beginning of a treatment program. 

Many fears concerning body acceptance have surfaced not 
only among patients, but health professionals as well. Tra- 
ditionally, the desire to be thin has been used by clinicians 
as a motivating factor. Some say size acceptance represents 
rejection of the goals of health. However, as stated previ- 
ously, even modest weight loss produces health benefits. It 
should be emphasized that not everyone who is overweight 
[IB W > 1 1 0 (IBW = 1 00 lbs. for first 5= ht + 51bs/inch over 
5= +/- 10% for frame size for women; IBW = 106 for first 
5= + 6 Ibs/inch over 5= for men +/- 10% for frame size)] 
(Hopkins, 1993) is in poor health. 

Another concern about body size acceptance is that ac- 
ceptance will encourage weight gain (Parham, 1999). Be- 
ing unable to control eating as a result of improved body 
acceptance, a concern expressed by body image disturbance 
patients, has proven untrue. Rosen (1995) found that cogni- 
tive behavior therapy for negative body image significantly 
improved participants’ body image, psychological symptoms, 
self-esteem, overeating, and eating guilt. 

Some argue that size acceptance equals giving up, or ac- 
cepting something that is not positive. Self-acceptance is 
not passive resignation to an unhappy fate. Rather, it is an 
active process of self-affirmation. A parallel can be drawn 
to aging. While few embrace the aging process with a posi- 
tive attitude, most people eventually accept it and aim to grow 
old gracefully (Parham, 1999). Self-acceptance allows for 
other health-relevant changes as individuals redirect energy 
sapped from obsessing about weight to other more produc- 
tive behaviors. 

Implications for Health Education 

What role can health educators play in this battle between 
weight management and body acceptance? Before any steps 
can be taken, health educators must understand the ramifi- 
cations of the problem. Obesity [>120% IBW] (Hopkins, 
1993) poses substantial health risks, as mentioned above. 
However, awareness of these risks does not always lead to 
improved behavior (Parham, 1999). Instead of raising a 
healthy concern about disease, society has developed a de- 
bilitating fear of fat. Even children are fat phobic. Some 
studies indicate 80% of girls already have dieted by age 10. 



Likewise, between elementary and high school, the percent- 
age of girls in the U.S. who are happy the way I am drops 
from 60% to 29% (Peacock, 1999). 

Health educators’ ultimate goal in the battles against obe- 
sity and body image disturbance should be to help people 
strike a balance between striving for weight loss and weight 
obsession. To accomplish this goal, the public needs to be 
educated about realistic, achievable body weight (Brownell, 
1991). This process involves debunking the myth that at- 
tractiveness requires thinness. Answers to the following 
questions provide a framework for setting objectives: (a) 
What mass media factors exert the greatest influence on our 
beliefs? (b) How can we teach people to disregard irrational 
expectations fostered by sociocultural factors? and (c) How 
can we intervene to change the association between thin- 
ness and acceptability portrayed in mass media (Thompson, 
1990). Health educators can fulfill their responsibilities to 
plan and implement effective health education programs 
(Cottrell, Girvan, and McKenzie, 1999) by themselves us- 
ing the media to promote positive messages about body im- 
age. 

In addition to public promotion of realistic body weight, 
much work needs to be done at the individual level. In 
worksite wellness, for example, health educators often have 
the opportunity to work with individuals in developing a fit- 
ness program. In developing such programs, issues to con- 
sider include the individual’s goal weight, the reason for that 
goal weight, and expectations related to achieving that goal 
weight (Brownell, 1991). Health educators should remind 
clients that reasonable goals for weight and shape vary greatly 
between individuals. Health educators can draw upon their 
own expertise by applying behavior change theories/models 
to help clients explore both the positive and negative effects 
of attempting changes. 

Educational efforts should also target the families and 
friends of individuals struggling with body image distur- 
bance. These people provide the social support network, 
and without their support, it is unlikely that body acceptance 
will last. Support groups and weight acceptance publica- 
tions and programs also can be helpful (Parham, 1999). 

Health educators and other healthcare professionals, in- 
cluding physicians, psychologists, dietitians, counselors, and 
case managers, all play a role in solving weight management 
and body image problems. Health educators can promote 
teamwork among their colleagues by educating them on these 
issues. In this way, health educators fulfill their responsibil- 
ity to communicate health education needs, concerns, and 
resources (Cottrell et al., 1999). At conferences of profes- 
sional organizations, health educators can present lectures, 
papers, and poster sessions on setting realistic weight goals 
and body self-acceptance. Professionals attending such con- 
ferences can receive continuing education credits. 

To promote body image satisfaction, health educators must 
model body size acceptance. Through vicarious learning — a 
basic component of Bandura’s (as cited in Parham, 1999) 
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Social Cognitive Theory — people leam and change attitudes 
and behaviors as they imitate others. Modeling body size 
acceptance first requires addressing one’s own attitudes to- 
ward body weight. Then, size acceptance can be modeled 
by creating size-friendly office space, decorating with pic- 
tures of beautiful people of all colors and shapes, and using 
educational materials that focus on health rather than weight 
(Parham, 1999). 

As with most health issues, prevention is a primary focus. 
Interventions with adolescents and teenagers should address 
risk factors for eating and body image disorders. Vojtecky 
(1985) reported that self-image (of which body image is a 
factor) has been shown to influence mental health processes 
such as decision-making and social interaction. He suggested 
that childhood educators and parents focus on positive de- 
velopment of these factors during the formative years of the 
child. Due to a negative correlation between body image 
and anxiety, Vojtecky (1985) also suggested that stress man- 
agement education programs address body image. Address- 
ing body image may increase the success of such programs. 

Conclusion 

It will take a strong, concerted effort to solve the weight 
management and body image issues Americans face. Pre- 
scribing weight loss, a seemingly obvious solution to the 
problem of obesity, has not proven effective. Obesity con- 
tinues to increase. Emphasizing health risks associated with 
obesity only makes people fearful. Idealizing thinness has 
not motivated healthy goals, but has increased appearance 
obsession and body dissatisfaction. 

To promote weight management and healthy body image, 
health educators must keep in mind all of the dimensions of 
wellness. The spiritual, emotional, psychological, social, and 
environmental dimensions should not be overshadowed by 
physical health. Focusing on these areas may provide the 
key to keeping weight management goals in perspective. In 
the psychological dimension, for example, by enhancing glo- 
bal self-image, body image may improve. Using the meth- 
ods described above — educating the public about realistic 
body weight, setting achievable goals with individuals, en- 
hancing social support, educating other healthcare profes- 
sionals, modeling body acceptance, and incorporating stress 
management into programs — we can more effectively ad- 
dress weight management and body image problems. 
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Abstract 

The goal of this article was to explore how health educators 
are in the unique position to use their training to advocate for 
organ donation in their communities before the need arises. 
To increase their effectiveness, health educators should become 
knowledgeable of the history of transplants, transplant proce- 
dures, basic terminology, types of transplants, and especially 
how attitudes regarding organ donation affect people’s will- 
ingness to donate their organs. A brief review of literature is 
presented to demonstrate how health educators can assist in 
each of these areas. Implications for health educators regard- 
ing organ donation may be best viewed from the perspective 
of the responsibilities of entry-level health educators. The key 
responsibilities for organ donation advocacy would be plan- 
ning and implementing health education programs, as well as 
acting as a resource person in the community. 

Introduction 

Only 50,000 of the approximately 2.2 million deaths in 
the United States each year result in organ donation (Smith, 

1990) . Many of these deaths could have helped to reduce 
the shortage of organs and saved lives had the people only 
been organ donors. Each donor has the potential to save 
five lives through donating their organs (Norris & House, 

1991) . Doctors, nurses, psychologists, and social workers 
all serve on transplant teams around the country, but they do 
generally not become involved until after the need arises. 
They become involved either when their patient is placed on 
the transplant waiting list, or when it is time to ask the next 
of kin for permission to donate the organs of a family mem- 
ber who has been declared brain dead. 

Health educators are in the unique position to use their 
training to advocate for organ donation in their communities 
before the need arises. To increase their effectiveness, health 
educators should become knowledgeable of the history of 
transplants, transplant procedures, basic terminology, types 
of transplants, and especially how attitudes regarding organ 
donation affect people’s willingness to donate their organs. 

History of Organ Transplants and Donation 

The idea of transplants has been around fol years. The 
first transplants were not of organs, but rather tissues and 



bones. Dr. Meekren was recorded in 1682 to have trans- 
planted a piece of a dog’s skull to correct a defect in the 
skull of a solider (Norris & House, 1991). Skin transplants 
were the next type of transplant attempted and were recorded 
just after the Civil War. During the 1950’s more doctors 
began to perform human organ transplants. However, it was 
not until 1980 the development of cyclosporine, an immu- 
nosuppressant drug that transplants became more success- 
ful (Lamb, 1990). Cyclosporine helped to reduce the body’s 
risk of rejection (Lamb, 1990). 

Transplant Procedures 

The organ transplant procedure begins with the need of a 
patient whose own organ has failed or will no longer pro- 
vide its necessary function. The doctor will then refer the 
patient to the nearest transplant center where they will be 
assessed by a transplant team. The team usually consists of 
both medical and psychological personnel. The patient is 
evaluated medically and psychologically to assess a prob- 
able success rate (Craven & Rodin, 1992). If chances for 
medical survival and psychological stability are good, the 
person is then placed on the national transplant waiting list. 
The waiting list consists of two parts, severity of condition 
and closest match to the recipient (Shanteau & Harris, 1990). 
Once a donor is found, a transplant team will fly to the do- 
nor to retrieve the organ. The organ is then placed in a saline 
solution within a cooler for transportation (Fox, 1999). The 
time a transplant team has to retrieve an organ varies de- 
pending on the organ. While most organs need to be recov- 
ered immediately, they can be stored from a maximum of 
three hours for a heart to seven days for a cornea (Smith, 
1990). While the transplant team is collecting the organ, the 
recipient is taken to the hospital to be prepared for the op- 
eration. (Fox, 1999). 

After the operation the patient is kept in strict isolation to 
prevent contamination. The patient is also given an immu- 
nosuppressant, or one of the other medications to prevent 
the body from attacking the new donor organ (Fox, 1999). 
Transplant recipients usually remain in the hospital for a week 
to a month depending on how well they have accepted the 
transplanted organ (Nolon & Augustine, 1995). During this 
time the patients and caregivers could benefit from having a 
health educator act as a resource person throughout the re- 
covery process following a transplant. 
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Types of Transplants 

The four types of transplants are; from a brain-dead do- 
nor, live donor, self-donation, and xenotransplantation. The 
later three types of donations offer alternatives to supple- 
ment the shortage of organs from brain dead donors. 

A transplant from a live donor is most commonly per- 
formed with kidneys and bone marrow. The donated organ 
usually is donated from a parent or sibling to reduce risk of 
rejection. 

Self-donation is a term used by the researcher to describe 
the use of blood vessels and skin grafts taken directly from 
the same patient and transplanted elsewhere in their body. 
Self-donation assists those patients with heart disease, vic- 
tims of disfigurement, and severe bums. The transplanta- 
tion of blood vessels from the legs to the heart helps to re- 
route the blood from blocked arteries. Skin grafts while, 
helping correct disfigurement, can also assist to restore or- 
gans so that they can function properly (Smith, 1990). Self- 
donation also assists in the development of other transplant 
techniques (Smith, 1990). 

A fourth type, xenotransplantation uses organs from a dif- 
ferent species, is once again being tested (Baker, 1996). 
Xenotransplantation is an option for consideration when a 
shortage exists (Baker, 1996). It was first attempted in the 
1960’s using baboon and chimpanzees, but failed because 
of rejection from the immune system. After the initial fail- 
ure, scientists quit looking at xenotransplantation as an op- 
tion (Baker, 1 996). Xenotransplantation was again attempted 
in the United States in the early 1980’s with the famous case 
of Baby Fae, who received a heart transplant from a baboon 
on October 15, 1984. She survived for almost a month. Until 
recently, the procedure has not been attempted. Recently, 
baboon bone marrow has been successfully grafted into an 
AIDS patient (Baker, 1996). 

Scientists are also experimenting with cows and pigs to 
help reduce the shortage of organs and tissues available for 
transplantation. Although not an entire transplant, the peri- 
cardial sac from a cow has been used to prolong human lives 
(Gutkind, 1988). Swine tissues are now being considered 
for use in transplants because of their fast growth rate and 
because their organs are close to the size of humans (Baker, 
1996). While the xenotransplantation may save lives, the 
ideal organs come from humans. 

By understanding the various types of organ donation, 
health educators can better explain the procedures and risks 
of each to the patient. This may help reduce their fears and 
anxiety of potential donors and patients. 

Methods of Organ Donation and Allocation 

There are two types of organ donation systems, contract- 
ing in and contracting out. The system regulated by law in 
the United States is regarded as a contract-in system. In this 
system an individual must state formally in writing prior to 



death of the intent to donate. Many states allow a statement 
of intention on the donor’s driver’s license. However, this 
can be voided by the next of kin, whose permission is le- 
gally required to proceed with harvesting the organ (Norris 
& House, 1991). 

Currently in the US, the donated organs are allocated to 
stay within a specific geographic region decided by United 
Network for Organ Sharing (UNOS) (Guadagnoli et al., 

1999) . This allows for organs such as the heart or lungs, 
which are time-dependent, to reach the recipient in time. 
There is some debate regarding allowing the organs to leave 
the region from which they were harvested, but nothing has 
been finalized yet (Fox, 1999). In March 2000, UNOS agreed 
to expand geographic areas for allocation of organs (Meckler, 

2000) . Wisconsin, a state with one of the highest donor rates 
in the country, is not satisfied with this agreement because 
they stand to lose organs for their patients (Price, 2000). Eu- 
ropean countries in close proximity to each other have en- 
tered into organ regions to increase the supply of available 
organs (Abbott, 1993). The joining of the countries is more 
feasible for Europe, than in North America, due to the geo- 
graphic hindrances in delivering the organ in a reasonable 
amount of time. 

The system many countries in Europe use is the contract- 
ing out system, or presumed consent (Kittur, Hogan, Thukral, 
Johnson McGaw, & Alexander 1991). This allows hospi- 
tals to presume that everybody is a donor, unless there is 
written statement otherwise. In Belgium, people who wish 
to have their names removed from the donor list must do so 
at the town hall (less than 2% has done so) and it is then 
entered in a computerized database accessible from all the 
hospitals in the country (Kennedy et al., 1998). There has 
been some support for the presumed consent method in this 
country to increase the available organ pool, but such a pro- 
posal has never been passed by the Senate Subcommittee 
(Kittur et al., 1991). 

Health educators should keep informed about all sides in 
the debate of organ allocation. This will help them to better 
advocate on the state and federal level. 

Influences on Attitudes Regarding Organ Donation 

Influencing attitudes of organ donation is an area where 
health educators are likely have the most impact, but they 
need to be aware of both positive and negative attitudes re- 
garding organ donation among the population. Prejudice, 
fear, acceptance of death, knowledge, and altruism have all 
been identified as potential influences on attitudes of organ 
donation. 

Prejudice is a factor in not only refusal to donate, but also 
refusal of medical staff to approach families for donation 
(Guadagnoli et al., 1999). In various regional hospitals 
Caucasian families (79 %) were more likely to be approached 
and asked for organ donation than were African-American 
families (67%) (Guadagnoli et al., 1999). A possible reason 



Page 9 



THE HEALTH EDUCATION MONOGRAPH SERIES 2000, Volume 17, Number 3 



for this is how the various hospitals relate to African-Ameri- 
cans. Some donors also try to put stipulations on donating 
their organs by dictating the race of the recipient. 

Fear and acceptance of death impact people’s willingness 
to become an organ donor. Doctors not saving their life 
should they be in an accident was commonly listed by the 
non-donors as the main reason they did not want to donate 
(Saub, Shapiro, & Radecki, 1998). Non-donors were con- 
cerned with the appearance of their body after death, and 
were afraid that they could not have normal funeral proceed- 
ings (Shanteau & Harris, 1993). They felt that they were 
automatically cremated and could not have an open casket 
during a visitation (Saub et al., 1998). However, this is not 
true. Organ donors can still have and open casket, with no 
visible signs of organ removal. Health educators could help 
combat such myths through educational efforts. 

People’s acceptance of their own mortality impacts their 
willingness to donate. This does not just apply to those 
considering signing a donor card, but also to health care pro- 
fessionals. Health care professionals’ attitudes toward death 
either their own and /or the patient’s death impacts their will- 
ingness to approach the families to ask for the organs 
(Fentiman, 1994). If the person has a negative or fearful at- 
titude regarding death then they will be less likely to ap- 
proach a family on issue of organ donation. 

Research has found that the more knowledgeable people 
are about organ donation, the greater likelihood that they 
will be willing to be donors. Heath educators have a respon- 
sibility to plan effective health education programs, why not 
on the topic of organ donation? Education regarding organ 
donation has been found to increase individual support of 
organ donation and their willingness to donate (Rubens, 
Oleckno, & Ciesla, 1998). High levels of knowledge also 
have been found to correlate with lower levels of fear re- 
garding organ donation (Kopfman & Smith, 1996). 

Altruism, wanting to help others, is one of the main fac- 
tors with those who are potential organ donors. Self-reported 
altruism was higher in donors than non-donors (DeLong, 
1993). Ninety percent of the donors in this study reported 
that they donated because they wanted to help others 
(DeLong, 1993). Altruistic individuals tend to be more open- 
minded, accepting and willing to help others with things such 
as donating organs (Kopfman & Smith, 1996). Altruism 
would increase their likelihood of actually signing the organ 
donor card and informing their families, rather than just say- 
ing that they support organ donation. Family members were 
also more likely to donate organs of a loved one, if the de- 
ceased was perceived as altruistic (Shanteau & Harris, 1 990). 
The family members are likely to feel that they have made 
an important contribution to society (Shanteau & Harris, 
1990). Family approval is important since it is required by 
law before organs are removed, even if the deceased has 
signed a donor card (Saubetal., 1998). 

To be effective advocates, health educators need to be 
aware of attitudes toward organ donation, and how they im- 



pact people’s willingness to become donors. Health educa- 
tors should also be aware of their own attitudes regarding 
organ donation. 

Implications for Health Educators 

It has been suggested that physicians, nurses, chaplains, 
and social workers become more involved in educating 
people to become organ donors (Guadagnoli et al., 1999). 
Health educators should also be included in this process. 
Health educators could become advocates for organ dona- 
tion because they can be strong advocates for organ dona- 
tion. They should work along with other professionals in the 
service field to encourage clients and patients to become 
organ donors and to discuss it with their families. 

Organ donation may be best viewed by health educators 
from the perspective of the responsibilities of entry-level 
health educators (National Commission for Health Educa- 
tion Credentialing,1996). Health educators can help to in- 
crease organ donation by planning and implementing effec- 
tive education programs for a variety of different target popu- 
lations. These programs should be individualized for each 
community based on the assessment of community attitudes 
and beliefs. What may work for one community may not 
work for another. Many people lack accurate information 
regarding organ donation. More than one half of the re- 
spondents in the Orange County, California study did not 
know that the permission of the next of kin is required to 
donate organs (Saub et al., 1998). Addressing concerns and 
misconceptions through educational programs can help to 
make the decision to donate easier for not only the individual 
wanting to donate, but also the family members who would 
ultimately be required to make the final decision. 

Health educators also have a responsibility to act as a re- 
source person on health related issues in the community. 
Organ donation should be one of these issues. By acting as 
a resource person, health educators could help reduce mis- 
conceptions and fears regarding organ donation, by provid- 
ing the community a contact person to go to with questions. 
In doing so health educators would help increase the num- 
ber of potential donors, and make people more comfortable 
with the decision to donate. 

Although health educators have many issues to address, 
organ donation is an important one that they should not ig- 
nore. Organ donation advocacy fits well into the responsi- 
bilities of entry-level health educators. The key responsi- 
bilities for organ donation advocacy would be planning and 
implementing health education programs, as well as acting 
as a resource person in the community. To be more effective 
in this task, health educators will need to have an under- 
standing of the history of transplants, transplant procedures, 
basic terminology, types of transplants, and especially how 
attitudes regarding organ donation affect people’s willing- 
ness to donate their organs. Health educators will need to be 
more vocal in the future to encourage more people to be 
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come organ donors. This is an area where health educators 
have the potential to turn a tragic death into a second chance 
of life for a person. 

Health educators who are interested in the area of organ 
do nation are encouraged to investigate the following re- 
sources: UNOS at unos.org and/or their state organ procure- 
ment organization, which can be found at the UNOS website. 
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Abstract 

As the nature and scope of health services for children 
have grown, the role of the school nurse has expanded to 
meet needs of diverse students. Previously comprised of 
three components, the school health model has broadened 
to include eight components as envisioned by Allensworth 
and Kolbe (1987). Because school nurses work directly 
with children, this model is significant to their profession. 
This survey examined involvement of Illinois school nurses 
in each segment of the Eight Component Model of the Co- 
ordinated School Health Program. Two hundred partici- 
pants were selected randomly from a list of 520 Illinois 
School Nurse Association members. Respondents ranked 
the eight components in priority order based on their per- 
ceived level of professional involvement. The School Health 
Services component ranked first with 99.17% of respon- 
dents reporting activity in this component. Involvement in 
school physical education ranked lowest with 15% partici- 
pation. 



Introduction 

At the end of the 19*^ century, health services became 
part of the formal school health program with an emphasis 
on control of communicable diseases, (Small et al., 1995). 
Through recognition of the effect of both physical and psy- 
chological health on student learning, the demand for school 
health services magnified and expanded to include addi- 
tional components (Small et al., 1995). Traditionally, the 
school health program included three areas: school health 
education, school health services, and the healthful school 
environment (Bradley, 1997). Recently, with the increase 
of risky health behaviors and chronic diseases in the United 
States, the model expanded to include Aeight interactive 
components (Kann et al., 1995). The enhanced model adds 
the areas of physical education, counseling and psychologi- 
cal services, nutrition services, parent and community in- 
volvement, and health promotion for staff (Allensworth & 
Kolbe, 1987). Success of these components depends on 
many individuals who, in some way, reflect education and 
the children’s ability to learn (Kann et al., 1995). 

Due to an increasingly diverse population in. schools, 
more children with multiple health needs now attend regu- 
lar schools (Porter, 1993). The complex requirements of these 



medically fragile students can be met only through onsite school 
nurse programs (Shearer, 1 994). In the past, duties of school nurses 
primarily included communicable disease control and verification 
that students were healthy and attending school (Passarelli, 1994). 
Today, with an increased demand for health services, the duties of 
school nurses broadened to include emergency health care needs, 
medication admiiiistration, health counseling and education, and 
program planning to benefit all school-age children 
(Passarelli, 1994). 

There is a tremendous opportunity for nurses in schools 
to enhance students health status. National recognition of 
the potential contribution of schools and nurses to reform- 
ing health care in this country represents a broad public mis- 
sion (Salmon, 1994). Through health promotion, disease 
prevention, and other health-related activities, school nurses pro- 
vide immediate care and can truly influence the health of school- 
age children, thereby increasing their ability to learn. Although 
school nurses often feel uncertain about their role within this laiger 
team effort, they enjoy increasing opportunities to provide exper- 
tise and assistance (Papenfus & Bryan, 1998). Innovative health 
education programs for students, such as Tar Wars, a successful 
anti-tobacco program designed for fifth grade students, provide 
possibilities for nurses to both facilitate and implement programs 
(Mahoney, Cosdey, Cain, Zaiger, & McMullen, 1998). As school 
health programs continue to target high risk behaviors, school nurse 
efforts in primary prevention through school -based programs 
can help motivate students and improve their health status. 

As school-based health centers (SBHCs) continue to 
grow with nearly 1,000 currently established, the role of 
the school nurse faces rapid change (Hacker & Wessel, 
1998). Teachers, administrators, and parents often assume 
school nurses and health educators possess knowledge and 
skills necessary to address controversial and sensitive is- 
sues. Unfortunately, school nurses possess different abili- 
ties among themselves due to having dissimilar qualifi- 
cations. With approximately 30,000 nurses providing ser- 
vices in the nation’s 1 10,000 schools, no national stan- 
dards exist to specify entry-level education and experi- 
ence required to provide school health services. Fortu- 
nately, most school nurses hold a baccalaureate degree 
and are registered nurses. Many hold certificates and 
credentials, some of which are required by individual 
states. Standardized tests for national certification in- 
clude the National Board for Certification of School 
Nurses and the American Nurses Association (Bradley, 1 997). 
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Currently, limited research exists concerning school nurse 
services. At the 1994 Conference on School Health Nursing 
Services, the need for school nurse research emanated as 
one of seven critical topics identified by participants. Re- 
cently, two professional organizations, the American School 
Health Association and National Association of School 
Nurses, collaboratively prioritized research topics of impor- 
tance to school nurses reflecting suggestions from the 1994 
conference (Bradley, 1998). 

Additional research should address the problems of grow- 
ing expectations and varying qualifications with lack of stan- 
dardization for school nurses. 

The growth of single-parent families, new waves of im- 
migration, the growth of uninsured and under-insured popu- 
lations, and increasing financial pressures on families have 
influenced what children need from both the educational and 
health care system (Hacker & Wessel, 1998, p. 409). 

Traditional school health models are being re-evaluated 
and new models are arising while school nurses are chal- 
lenged to collaborate with community providers (Hacker & 
Wessel, 1998). In an attempt to address such issues, this sur- 
vey examined involvement of Illinois school nurses, who 
hold membership in the Illinois Association of School Nurses, 
in each segment of the Eight Component Model of Coordi- 
nated School Health Programs. 

Methods 

Sample 

The sample included 200 licensed Illinois school nurses 
who held membership in the Illinois Association of School 
Nurses (lASN) at the time of the study. The 200 subjects 
were selected randomly from a list of all 520 members of 
lASN. Of the 200 Illinois school nurses surveyed by mail, 
120 completed and returned the surveys for a 60% response 
rate. All respondents were female and 1 16 held Type 73 
certification. This certification is granted to school nurses 
who are licensed as a registered professional nurse, hold a 
baccalaureate degree, and have completed 30 hours of re- 
quired coursework (Salmon, 1994). The 200 subjects in- 
cluded both active and retired lASN members. 

Of the 520 lASN members, 30 were selected randomly 
to participate in a pilot administration. By using systematic 
sampling, every l?^*’ name was chosen. After the names were 
selected, they were removed from the remaining list. Of the 
490 names remaining, every third name was selected to iden- 
tify 200 school nurses for the sample. Approval for the study 
was granted by the Human Subjects Committee at Southern 
Illinois University. School nurses participated voluntarily 
and remained anonymous. 

Instrumentation 

Because no appropriate survey instrument existed, items 



for the School Nurse Survey were developed using three profes- 
sional sources describing the Eight Component Model of Coordi- 
nated School Health: Eight Component Assessment^ Appendbc A 
of Healthy Students 2000 (1994); Principles of Health Education 
and Health Promotion (Butler, 1994); and The Comprehensive 
School Health Program: Exploring an Expanded Concept 
(Allensworth & Kolbe, 1987). From these sources, three ques- 
tions for each of the eight components were designed. The 24 
items addressed activities included in the Eight Component Model 
of Coordinated School Health Programs. Because each compo- 
nent describes various services, three items were constructed to 
cover activities most common to that component. The activities 
included in the survey must have been present in at least two of the 
three professional sources reviewed. 

After constructing the instrument, a panel of three experts in 
school nursing reviewed the draft for content validity. Each panel- 
ist completed recommendation sheets making suggestions concern- 
ing the 24 items. Items were retained on the final survey only if all 
three individuals recommended retaining the item. 

Pilot Study 

To determine reliability, the test-retest method was used during 
the pilot administration. During the first week of February 1997, 
the instrument was sent to 30 school nurses. A cover letter ex- 
plained the purpose of the study and prepared them to receive a 
second copy of the survey within several days of returning the first. 
The surveys were coded on the back page with numbers for the 
purpose of matching after the researcher received the first. When 
the first survey was received, a second copy of the survey was sent 
to that same individual two days later. A new cover letter giving 
instructions and thanking them for their participation was attached. 
Of the 30 school nurses randomly selected to participate in the 
pilot administration, 17 (57%) completed and returned both sur- 
veys. Of these individuals, 94% reported the same information on 
both questionnaires producing a reliability coefficient of .94. 

Procedures 

After the pilot test, surveys were mailed to 200 Illinois school 
nurses on March 10, 1997. They were asked to return the surveys 
within 10 days. The instrument included a cover letter explaining 
the purpose of the study and instructions to complete the survey. 
The school nurses were instructed to record their responses on the 
surveys and return them in the postage-paid return envelopes pro- 
vided. Participants were informed the surveys were to be com- 
pleted voluntarily and that all answers would remain anonymous. 
Five days after the surveys were mailed, reminder post cards. 

Data Analysis 

The data were analyzed using the Lotus program. Answers to 
four demographic items were coded using single digit num- 
bers. Answers to 24 items concerning participation in ac- 
tivities described by the Eight Component Model also were 
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numerically coded. Participation in each component was 
determined using frequencies and percentages. First, the 
eight individual components were ranked in order by prior- 
ity based on school nurse involvement. To determine the 
ranking, percentages and frequencies were conducted accord- 
ing to the number of school nurses who reported participat- 
ing in at least one of the three activities listed. Next, partici- 
pation of school nurses in each of the three elements under 
each component was determined. Percentages and frequen- 
cies also were calculated for the 24 individual questions. 

Results 

All participants completed the demographic questions and 
checked the appropriate spaces next to the activities in which 
they participated. Seven surveys, received after the dead- 
line for return, were not included in the data analysis. Two 
additional surveys were returned to the researcher with notes 
explaining that the respondents were retired and did not think 
their information was valuable. 

The School Health Services component ranked the high- 
est of the eight components based on school nurse involve- 
ment. Of the respondents, 99.2% took part in at least one of 
the three activities listed under the School Health Services 
component. The School Counseling component and the 
Schoolsite Health Promotion for Faculty component both 
ranked second. Of the school nurses who responded, 97.5% 
reported being involved in at least one activity undereach of 
were mailed to all participants requesting completion of the 
surveys. The School Health Education component ranked 
fourth with 96.7% participation. The School Physical Edu- 
cation component ranked lowest with a reported participa- 
tion rate of 1 5% (see Table 1 ). 



Discussion 

The survey design included several limitations. While 
subjects were selected randomly from the lASN member- 
ship, not all school nurses practicing in Illinois belong to 
lASN, so subject response may not accurately reflect the 
professional activities of all school nurses in Illinois. Like- 
wise, selection of subjects from the lASN membership lim- 
its the generalizability of the data. However, since no simi- 
lar studies have been conducted, the results are potentially 
useful in examining the topic. 

Results from the survey produced several key findings. 
First, lASN members were most involved in the School 
Health Services component of the Eight Component Model 
and least involved in the School Physical Education compo- 
nent. Second, school nurses were more likely to deliver 
health information than to develop or evaluate the material. 
Reported participation in delivering health curricula was al- 
most double that of developing or evaluating such curricula. 
Likewise, school nurses also were more likely to present or 
develop nutrition education material than to develop menu 
selection or prepare meals. Third, school nurses were more 
likely to counsel and provide referral services than to pro- 
vide mental health programs. School nurses reported coun- 
seling and providing referral services more than twice as often 
as they provided mental health programs. Finally, most par- 
ticipants (96.6%) held a Type 73 certification. 

With over 90% of school nurses surveyed reporting par- 
ticipation in five of the eight components, it is important to 
prepare nurses in the areas they are working. As found in 
this study, school nurses are most active in activities under 
the following components: School Health Services, School 
Counseling, Schoolsite Health Promotion, School Health 



Table 1 

Number and Percentage of Respondents who Reported Participation in at Least One Activity Under Each 
Component of the Coordinated School Health Program. 



Rank 


Component 


Number 


Percent 


1 


School Health Services 


119 


99.2 


2 


School Counseling 


117 


97.5 


3 


Schoolsite Health Promotion 


117 


97.5 


4 


School Health Education 


116 


96.7 


5 


Integrated School & Community 


no 


91.7 


6 


School Health Environment 


106 


88.3 


7 


School Food Service 


72 


60.0 


8 


School Physical Education 


18 


15 



In regard to school nurse participation in each of the 24 
activities, the three most frequently reported activities oc- 
curred in the School Health Services component. These ac- 
tivities included providing health prevention programs such 
as appraisals or screenings (99.2% participation), perform- 
ing emergency care (98.3% participation), and ensuring 
health records (99.2% participation) (see Table 2). 



Education, and Integrated School and Community. This in- 
formation may be valuable in planning curriculum and de- 
ciding certification requirements of school nurses. 

Further research is needed to examine the educational 
backgrounds of school nurses working with school-age chil- 
dren. Though most lASN members held aType 73 certifica- 
tion, others did not. This certification, granted to school 
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Table 2 

Number and Percentage of School Nurses who Participated in Selected Activities Within Each of the Eight 



Components of a Coordinated School Health Program. 


School Health Services Activities 


Number 


Percent 


performing assessments 


119 


99.2 


ensuring health records 


119 


99.2 


performing emergency care 


118 


98.3 


School Counseling Activities 


providing referral services 


116 


96.7 


counseling students 


98 


81.7 


providing mental health programs 


44 


36.7 


Schoolsite Health Promotion Activities 


raising consciousness/knowledge 


117 


97.5 


screening faculty 


77 


64.2 


wellness program for faculty 


68 


55.8 


School Health Education Activities 


delivering health instruction 


112 


93.3 


developing health curricula 


59 


49.2 


evaluating health curricula 


47 


39.2 


Integrated School & Communitv Activities 


advocating parent involvement 


108 


90.0 


planning among school & community 


88 


73.3 


providing a school based clinic 


18 


15.0 


School Health Environment Activities 


ensuring school safety 


99 


82.5 


ensuring physical condition of building 


79 


65.8 


preventing sexual harassment 


34 


28.3 


School Food Services Activities 


presenting/developing ed. material 


71 


59.2 


developing nutritious menu selection 


6 


5.0 


preparing meals 


0 


0.0 


School Phvsical Education fp.e.) Activities 


evaluating p.e. curricula 


13 


10.8 


delivering p.e. curricula 


6 


5.0 


developing p.e. curricula 


5 


4.2 



nurses who are licensed as a registered professional nurse, 
requires a baccalaureate degree and 30 hours of required 
coursework. Further research should address whether these 
requirements prepare school nurses to work in activities 
found to be most significant in this study, essentially all ac- 
tivities under the School Health Services Component. Be- 
cause no national standards currently specify entry-level 
education and experience required, research is needed to 
determine the varying competency levels of school nurses. 
A required, standard certification of school nurses might 



benefit children by ensuring equal and adequate care. Al- 
though the school nurses in this study were Type 73 certi- 
fied, additional training of others may vary greatly. 

Continued education and training are also needed to up- 
date school nurses and increase knowledge. As the com- 
plexity of the students needs expand, so should the knowl- 
edge and capacity of the school nurse. As implied by this 
study, continuing education credits earned in areas described 
in the school health services component would most benefit 
school nurses and the student population they serve. These 
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include performing assessments and/or screenings, perform 
ing emergency care, and ensuring health records. 

To best serve the students, it is imperative for school 
nurses and health educators to work together. Whether pro- 
viding in-services, communicating ideas, or continuing rel- 
evant research, health educators can provide resources and 
assistance to aid school nurses in providing care. With a 
broad mission to improve the health care of children, our 
combined efforts will prove to be most successful. 
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Abstract 

Increases in prevalence, morbidity, and mortality rates have made 
asthma a recognizable public health problem for America’s youth. 
Of particular concern is the fact that a disproportionately large per- 
centage of children and adolescents with asthma are from disad- 
vantaged or disenfranchised groups. Medical and behavioral ap- 
proaches designed to reduce asthma morbidity and mortality have 
had limited success. In light of this, and in response to the increas- 
ing asthma rates, health care providers are placing a greater empha- 
sis on asthma prevention and management. Environmental control 
of common household triggers that may exacerbate asthma is ex- 
amined in this paper, particularly with regard to house dust mite 
and cockroach allei^ens. Through a literature review, the relation- 
ships between level of environmental control efforts, level of in- 
door allei^ens, and level of asthma morbidity are analyzed. Our 
investigation reveals that efforts to reduce house dust mite and cock- 
roach allergens have achieved only modest success. Furthermore, 
a mediating variable B sensitivity to allergens B has been shown to 
interact with indoor allergen levels, suggesting that both are needed 
to trigger asthmatic episodes. The authors suggest that the previous 
moderate success achieved by allergen reduction techniques might 
be increased by an experimental design that includes allergen sen- 
sitivity as a criterion for participant selection. Additionally, because 
many of the recommended environmental control techniques de- 
signed for indoor air quality improvement are costly and time-con- 
suming, it is recommended that health professionals and educators 
strive to offer creative and cost-effective ideas for indoor allei^en 
reduction and control, in an effort to better address the needs of 
disadvantaged or disenfranchised groups who may encounter bar- 
riers to the currently recommended techniques. 



Introduction 

Increases in prevalence, morbidity and mortality rates make 
asthma a recognizable public health problem. While morbidity and 
mortality rates attributed to asthma are increasing, changes in the 
health care industry have led to fewer episodes of hospitalization, 
shorter stays, and increases in outpatient services for the estimated 
five to 20 percent of children and adolescents who have chronic 



illnesses or chronic conditions (e.g., asthma, cystic fibrosis, 
diabetes) (Milavic, 1985). As a result, these individuals and 
their families find themselves shouldering a greater propor- 
tion of medical treatment and are faced with responsibilities 
formerly under the domain of health care professionals. A 
comprehensive treatment approach to asthma includes fo- 
cusing on the environment in which asthma patients spend a 
significant amount of time (e.g., home, school, work). There- 
fore, an investigation of environmental control techniques 
designed to prevent asthma exacerbation is warranted (Creer 
& Bender, 1995; National Heart, Lung, and Blood Institute 
[NAEP], 1991). Specifically, environmental approaches to 
the management of asthma include an emphasis on the re- 
duction and control of indoor allergens. For the purpose of 
this paper, the authors will focus on dust mites and cock- 
roach allergens - agents which have been linked to the exac- 
erbation of asthma. 

Asthma: Prevalence, Morbidity & Mortality 

Asthma is the seventh-ranking chronic condition in 
America, affecting 14.6 million persons (American Lung 
Association [ALA], 1999), and is the most common chronic 
illness in children and adolescents living in the United States 
(Creer & Bender, 1995). It is a condition defined by the 
National Heart, Lung, and Blood Institute (1991) as Aa lung 
disease characterized by an airway obstruction (or narrow- 
ing) that is usually reversible either spontaneously or with 
treatment; airway inflammation; and airway hyper-respon- 
siveness [sic] to a variety of health stimuli (p. 1). Based on 
this definition, epidemiological data indicate that asthma 
affects 69. 1 per 1000 children and adolescents under the age 
of 18 years (Centers for Disease Control [CDC], 1 996; Creer 
& Bender, 1 995). Furthermore, the impact of asthma reaches 
beyond that of patients with this condition. It indirectly af- 
fects a large number of people, as nearly one in five Ameri- 
can households includes one or more family members who 
have asthma (See Table 1) (ALA, 1999). 

Asthma mortality has risen tremendously within the past 
decade (Creer & Bender, 1 995). Since 1 979, the age-adjusted 
death rate has increased 67 percent (from 0.9 to 1.5 per 
100,000) (ALA, 1999). Indeed, the American Lung Asso- 
ciation reports that more than 5,600 deaths are attributed to 
asthma in the U.S. annually (ALA, 1999). A remarkable dis- 
parity exists between asthma death rates for racial groups. 
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Table 1. 



Age-Specific Prevalence Rate (1994, per 1,000) 



Age Categories 



<18 18’44 45-64 65 + 

69T 5L7 508 5^ 



The asthma-related mortality rate for Afncan- Americans is 
3.8 per 100,000 as compared to the 1 .9/100,000 rate reported 
among the white population (see Table 2). The differences 
are particularly acute among youth. Among children and ado- 
lescents (up to 18 years of age), similar trends indicating 
three- fold increase in deaths from asthma are also found, 
with African-American children being over-represented in 
these statistics (ALA, 1999). 



consequences may be reflected in reduced educational and 
career opportunities. 

The consequences of the illness are felt by the family and 
fnends of children and adolescents with asthma. Members 
of the social networks of youths with asthma may need to 
curtail their involvement in activities (e.g., family outdoor 
picnics during allergy season), limit access to opportunities 
(e.g., a job promotion requiring moving to an urban area), 



Table 2. 

Age-Adjusted Mortality Rate by Sex for Blacks and Whites (1995, per 100,000) 



Male 


Blacks 


Female 


Male 


Whites 


Female 


3.6 




3.9 


1.0 




1.5 



Impact on Lifestyle: Why Asthma Is a Problem 

Asthma is a disease with a highly variable degree of se- 
verity (Lemanek, 1990), characterized by intermittent phases 
of acute pulmonary exacerbation, leading to the inability to 
breathe (Creer & Bender, 1995). The residual effects of liv- 
ing with long-term illnesses such as asthma are pervasive. 
Having asthma can impair physical, cognitive, emotional, 
and social development of children and adolescents 
(LaGreca, 1994). Indeed, illnesses like asthma may result in 
physical immobilization, which, in turn, limits access to op- 
portunities and environments (e.g., schools, playgrounds) that 
are key to normative development. School absences due to 
asthma are among the leading causes of absenteeism (Creer 
& Bender, 1995; Christianaase, Lavigne & Lemer, 1989). 

On average, a child with asthma will miss one full week 
of school each year due to the disease (ALA, 1999). The 
long-term consequences of extended absences may include 
poorer academic performance and difficulty establishing and rnain- 
taining peer relations. For children reaching adulthood, these 



and cope with interferences with daily living activities (e.g., 
performing housework only during periods when the indi- 
vidual with asthma is not home). The American Lung Asso- 
ciation (1999) cites that the economic cost of asthma is a 
staggering $673.2 million, which includes factors such as 
lost school days, and time lost from work for the primary 
caregiver. Despite the increase in the reported effectiveness 
of new and improved pharmacological treatments of asthma, 
and despite the increases in information available about 
asthma, the threat of this condition continues to become more 
acute, and points to the need for the evaluation of non- medi- 
cal approaches to the management of asthma. 

Environmental Approach: Why It Is Warranted 

In response to increases in prevalence, morbidity and 
mortality, health care providers are trying new approaches, 
with a greater emphasis given to asthma prevention and 
management (CDC, 1996). The National Heart, Lung and 
Blood Institute (1991), through the National Asthma Educa- 
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tion Project (NAEP), contributed to the implementation of a 
set of guidelines for diagnosis and management of this ill- 
ness, increased the efficacy of prevention and control ef- 
forts, and improved asthma education among patients and 
their families. One focus of the NAEP is on environmental 
control of the common household triggers that may exacer- 
bate asthma. 

The Role of Indoor Allergens in Asthma 

During an active asthma attack, there is hyper-constric- 
tion of the airway. The inflammation of the bronchial tubes 
is believed to be related to the body’s immune system hyper- 
responding to airborne irritants (Kuster, 1 996). For individu- 
als without asthma, the body’s natural filtering devices (e.g., 
airway and bronchial cilia, mucus) are sufficient to prevent 
irritants from entering deep into the air passages. However, 
for persons with asthma, exposure to common microparticles 
may result in the development of an allergic reaction. 

Research does indicate that there is an association between 
poor air quality (e.g., the presence of common indoor ele- 
ments such as household dust, tobacco smoke) and asthma 
(Ruttenber & Kimbrough, 1995). Rosentreich et al., (1997) 
list several common indoor elements that have been linked 
to asthma, including house dust mites, animals (domestic 
and wild), mold, tobacco smoke, and cockroaches. Specifi- 
cally, the byproducts of these common household elements 
(e.g., dust mite fecal matter, animal dander, etc.) are believed 
to be responsible for the hyper-responses of persons with 
asthma (Blumenthal & Ragsdale, 1995). 

While there is a plethora of elements in the environment 
that can serve to aggravate asthma (e.g., pollen, air pollu- 
tion, etc.), most of these hazards are beyond the control of 
the individual with asthma and their families. This may be 
particularly true for families from disenfranchised groups. 
For example, people with limited job prospects and economic 
resources may not be able to move away from areas with 
high levels of industrial air pollution. Therefore, controlling 
their child’s exposure to polluted air may be difficult, if not 
impossible. Furthermore, it is less likely that people under 
such circumstances would have the time, energy, and re- 
sources to lobby for tighter laws and policies on industrial 
air pollution. Therefore, they are less likely to be able to 
improve their child’s health by effecting large-scale changes 
through policy and legal efforts. However, it is possible to 
effect environmental changes on a more modest scale by 
engaging in control methods to reduce allergen levels in the 
home, thereby improving the quality of the indoor air envi- 
ronment. 

Behavioral & Medical Approaches to Asthma: What Has 
Been Done in The Past 

According to Lemanek (1990), the medical management 
of asthma can be categorized into three stages: maintenance 



(prevention of attacks during asymptomatic periods), con- 
trol of acute attacks (preventive efforts aimed at minimizing 
the negative impact of acute attacks), and status asthmatic 
(active attack). While asthma mortality rates are rising, re- 
sources for in-depth personalized treatment are declining - 
due, in some part, to changes in the health care industry. As 
previously stated, these conditions result in higher levels of 
self-care for children and adolescents with asthma and their 
families. Therefore, it is even more critical that these indi- 
viduals and their adult caregivers carefully follow treatment 
regimens as prescribed by their health care providers. While 
a perfect correlation between Aadherence to a medical regi- 
men and the ensuing health outcomes does not exist, it is 
evident that children who fail to take their prescribed medi- 
cation are placed at higher risk for asthma mortality (ALA, 
1999). 

Despite these risks, it is reported that a significant portion 
of children and adolescents with asthma fail to adhere to 
their recommended medical regimen during asymptomatic 
periods (Creer & Bender, 1995). While treatment adherence 
rates for many chronic illnesses are low (Lemanek, 1990), 
the rates for asthma treatments among children and adoles- 
cents are especially low, ranging from 30 - 70% (Creer & 
Bender, 1995; Baum & Creer, 1986). Indeed, the benefits of 
new and improved pharmacological treatment cannot be re- 
alized if treatments are inconsistently applied. Poor adher- 
ence has a spectrum of consequences, including worsening 
of symptoms, increases in asthma attack frequency, and even 
death (Creer & Bender, 1995). In light of the evidence that 
indicates only moderate success with pharmacological and 
behavioral approaches to reducing asthma morbidity and 
mortality, there is a need to explore other solutions to this 
problem. 

Control of Indoor Allergens 

It has been established that medical and behavioral ap- 
proaches designed to reduce asthma morbidity and mortal- 
ity have limited success. Given this, a research question must 
be posed: Can an environmental approach, targeting the re- 
duction and control of indoor allergens, play a positive role 
in the management of asthma? 

There is a plethora of indoor allergens that have alleged 
association with asthma and the exacerbation of the illness. 
However, covering all the potential irritants is not possible 
within the scope of this paper. Therefore, this paper will fo- 
cus on two types of allergens that have been empirically 
demonstrated to be asthma-triggers: cockroach allergens and 
dust mite allergens. 

Furthermore, since control efforts can take countless forms, 
an important step is to include an operational definition of 
environmental approach. For the purposes of this paper, the 
definition will include (a) removing indoor allergens via vacu- 
uming, washing bed linens in hot water, insecticide use, other 
cleanliness efforts, and (b) confining indoor allergen levels 
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by encasing allergens to reduce spread indoors (e.g., mat- 
tress casings). Again, the objectives of this review are to 
evaluate the effectiveness of environmental control in re- 
ducing indoor dust mite and cockroach allergen levels, and 
to determine whether such reductions have demonstrated 
effectiveness in reducing incidents of asthma morbidity. 

Based upon available literature, it is hypothesized that there 
exists a relationship between environmental control efforts 
and asthma morbidity. This hypothesis states that the level 
of environmental control efforts influences the level of in- 
door allergen, and thereby reducing the level of indoor aller- 
gens and morbidity of asthma. 

House Dust Mite Allergen 

House dust mites (HDMs) are minuscule insects (maxi- 
mum diameter: 0.3 mm) related to ticks and spiders. HDMs 
live in housedust, and their body parts and excrement con- 
tain surplus enzymes which they use to digest skin dust. These 
enzymes are a leading cause of allergic disease (Asthma and 
Allergy Information and Research, Inc. [A AIR], 1999). HDM 
allergens found within the Pyroglyphidae family, genus 
Dermatophagoides, particularly D. pteronyssinus and D. 
farinae, are a major contributor to asthma morbidity (AAIR, 
1999; Custovic, Taggart, Francis, Chapman, & Woodcock, 
1996). Furthermore, it has been suggested that the HDM 
agent is responsible for the worldwide increase in asthma 
prevalence (Carswell, Birmingham, Oliver, Crewes, & 
Weeks, 1996; Turner, Stewart, Woolcock, Green, & Alpers., 
1988). While HDMs are present in nearly every household 
to some extent, their degree of prevalence depends upon 
cleanliness, as well as the amount of moisture in the house. 
HDMs collect in carpets, bedding, and mattresses. Small 
numbers may also spread from potted plants or be brought 
into the home from work premises and outdoor flora (Turos, 
1979). Houses in dry climates, very cold climates or high 
altitudes have fewer mites, while houses in humid areas, tem- 
perate climates, and lower altitudes have more mites (AAIR, 
1999). 

The Role of HDM Allergens in Asthma Morbidity 

HDM allergens have been demonstrated to elevate the clini- 
cal activity and symptoms of asthma (AAIR, 1999). A study 
by Sporik, Platts-Mills, and Cogswell (1993) revealed that 
most children admitted to the hospital due to exacerbation 
of asthma were both exposed and sensitized to mite aller- 
gen. Furthermore, the same investigation demonstrated a 
positive correlation between continued exposure to high 
concentrations of mite allergens and hospital readmission 
(Sporik et al., 1993). HDMs are of particular concern in the 
United Kingdom, where 45% to 85% of asthma patients show 
skin reactivity to mites, as compared with 5% to 30% in the 
general population. Exposure to mite allergen prior to five 



years of age has been shown to increase prevalence of posi- 
tive skin test results, and the infant cohort is particularly 
vulnerable (Custovic et al., 1996). 

Empirical data have shown that living in surroundings with 
little or no dust mites improves or cures asthma in those 
people who show high-sensitivity to HDM allergens (AAIR, 
1999; Marks, et al., 1994). High altitude, cold climates, and 
desert climates are all associated with a reduction in the num- 
ber of HDMs, as well as a reduction in asthma prevalence 
(Carswell et al., 1996; Peak, Tovey, Mellis, Feeder, & 
Woolcock, 1993; Turos, 1979; Vervolet et al., 1982). Fur- 
thermore, admission to sterile hospital environments has also 
been correlated with a reduction in the severity of asthma 
symptoms (Platts-Mills et al., 1982). 

Although these findings are valuable towards improving 
our understanding of the effects of HDMs on asthma pa- 
tients, they do not contribute largely to the development of 
practical measures for alleviating HDM-associated asthma. 
Clearly, it is not reasonable or cost-effective to initiate geo- 
graphic relocation of all asthma sufferers to higher altitudes, 
colder climates, or desert areas. For this reason, it is impor- 
tant to investigate alternative approaches. As mentioned 
above, environmental changes within the home, including 
the reduction of HDM allergen levels, may effect a positive 
change in asthma morbidity. 

Reducing HDM Allergen Levels in the Home 

There have been mixed results from studies which inves- 
tigate the effects of reducing HDM allergens in the living 
environment of asthma patients (AAIR, 1999; Carswell et 
al., 1996). However, it has been shown that at least moder- 
ate improvements in asthma morbidity can result from mite 
removal procedures, particularly in those asthma sufferers 
who are exceptionally mite-sensitive or have experienced a 
high degree of mite exposure (Carswell et al., 1996; Custovic 
et al., 1996). 

Custovic et al., (1996) examined the relationship between 
ongoing mite allergen exposure and asthma clinical activity 
and severity. Dust samples were collected from bedding, 
bedroom carpets, and mattresses in each subject’s home and 
assayed for allergen content. Airborne dust samples were 
collected and analyzed as well. All subjects underwent skin 
testing with common inhalant allergies, a methacholine 
bronchopro vocation test, and pulmonary function testing on 
three separate occasions over a four- week period. Peak ex- 
piratory flow rate was recorded every two hours during all 
waking hours over the same test period. 

Significantly higher levels of HDMs were found in mat- 
tresses and bedding than were found in bedroom carpets. 
HDMs were undetectable in 30 of 32 airborne samples, and 
Abarely detectable (p. 67) in two (Custovic et al., 1996). 
Sixty percent of the patients in the study had a positive re- 
sponse to mite allergens. Significant correlations were found 
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between bronchial hyperresponsiveness in the mite-sensi- 
tive patients and length of exposure to the allergen. The stron- 
gest association was shown with HDM levels contained in 
the bedding. Furthermore, their findings suggest that HDM 
levels in the mattresses and bedding are an important indica- 
tor of disease activity (i.e., highly sensitive patients have 
stronger reactions to higher allergen levels). 

A 1994 study attempted to demonstrate that marked long- 
term reductions in mite allergen levels can be achieved 
(Marks et al., 1994). Additionally, the investigators assessed 
the benefits of long-term HDM reduction. According to the 
researchers, the majority of prior clinical trials concerning 
mite reduction had been conducted over test periods which 
were too short-term to provide beneficial data. Initial testing 
of the home environments for HDM levels showed that 
baseline allergen levels were high. Methodology included 
the active treatment of bedding, mattresses, pillows, com- 
forters, blankets, carpets, and all furniture in the homes of 
35 asthma patients recruited randomly from hospitals, al- 
lergy clinics, and local practitioners. The subjects were di- 
vided into two groups: one active group that received full 
HDM removal treatment for a period of nine months, and a 
control group which received placebo treatment for the same 
test period. A tannic acid/acaricide solution was used for 
HDM treatment. Furthermore, impermeable covers were used 
over mattresses, pillows, and comforters. Subjects, who were 
unaware of their status in the study (i.e., active vs. placebo) 
used diary cards to record peak expiratory flow rates two 
times per day, and lung function and airway responsiveness 
were measured at three-month intervals. 

Active treatment resulted in a 29% reduction in allergen 
levels. Although trends were seen towards decreasing symp- 
tom scores, no significant correlations were found between 
the allergen reduction and peak flow variability, lung func- 
tion or airway hyperresponsiveness. The authors concluded 
that in a high HDM allergen environment, simple chemical 
treatment and encasement of bedding may not be sufficient 
to cause a sustained, beneficial reduction in allergen levels. 
They point out that since substantial reductions in allergen 
concentrations were not achieved in this trial (less than 30%), 
failure to significantly influence the course of asthma was 
not surprising. Furthermore, it should be noted that subjects 
in this study were not tested for HDM sensitivity, and it is 
not known how many of these asthma patients, if any, were 
mite-sensitive. The lack of such information represents a 
serious limitation. 

Gotzsche, Hammarquist, & Burr (1998) recently carried 
out an investigation to determine whether mite-sensitive 
asthma patients benefit from measures designed to reduce 
their exposure to HDM antigen in the home. They conducted 
a meta-analysis of 23 randomized trials that investigated the 
effects of both chemical and physical mite-control measures 
in an active and control group. Only patients who had been 
diagnosed as suffering from bronchial asthma and having a 
sensitization to HDMs were included in the study. Of the 23 



trials utilized, 13 used physical methods (e.g., vacuum clean- 
ing, heating, barrier methods, and air filtration systems) to 
reduce mite exposure, six used chemical methods (acaricidal), 
and four used a combination of both physical and chemical 
methods. The outcome measures utilized were: number of 
patients whose allergic symptoms improved, improvement 
in asthma symptoms, and improvement in peak expiratory 
flow rate. 

The results of the meta-analysis showed that the total num- 
ber of patients who improved after intervention was similar 
to the total number who improved among the control group. 
However, there was a higher degree of improvements in 
asthma symptoms among the active group than in the con- 
trol group (p<0.0001). No statistically significant difference 
was found between peak expiratory flow rates in the two 
groups, although the active group mean was slightly im- 
proved. The investigators do not consider these findings to 
be strong, and suggest that the successful elimination of only 
one allergen (in this case, HDMs) may be of limited benefit 
to individuals who suffer from multiple-source allergies. 
Furthermore, they document several potential sources of bias 
which may have affected their results, including the lack of 
reported randomization methods in the studies they analyzed, 
small sample sizes, and the lack of researcher and patient 
blinding in many of the studies. 

Other investigators believe that the mixed results produced 
by earlier studies were due to inefficiencies in methodolo- 
gies and data collection. In an attempt to demonstrate that 
mite allergen removal could indeed be an effective thera- 
peutic measure for asthma patients, Carswell et al. (1996) 
conducted a rigorous scientific trial which involved a sample 
population of 70 children with asthma, who had all been 
diagnosed as mite-sensitive. Each home environment had 
been confirmed to contain high levels of mite allergens in 
mattresses. The bedrooms of the active group were treated 
with an acaricide, and exclusion covers were utilized on 
mattresses, pillows, and comforters. The control group was 
placebo treated. The chemical treatment led to a median re- 
duction of 480 ng (100%, baseline) in mite allergen on mat- 
tresses, while the control group experienced a 21 5 ng (53%) 
reduction. After six weeks, subjects in the active group dem- 
onstrated improved forced expiratory volume and fewer re- 
quired bronchodilator therapy treatments, and there were 
fewer reported asthmatic symptoms than in the control group. 
These results demonstrate that chemical and physical meth- 
ods of mite-reduction can be effective in areas of high HDM 
allergen levels, and that such mite reduction procedures can 
improve asthma symptoms and clinical activity in mite-sen- 
sitive individuals. 

Cockroach Allergen 

The Cockroach (CR) belongs to the class Insecta, order 
Orthopotera, and family Blattida. The Periplaneta 
americana (American CR) and the Blatella germanica (Ger- 
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man CR) are the species most common to the United States 
(Chapman et al., 1996). CRs have long been recognized as 
allergens. CRs can produce a variety of materials that may 
have potential allergenic consequences. Various secretions, 
egg casings, body parts, as well as excrement, can all be 
incorporated into household dust and can lead to the devel- 
opment of CR allergy. Although CR infestation is ubiqui- 
tous, it is greatest in urban areas. While a large number of 
inner-city dwellers have tested positive to CR allergy, a sig- 
nificantly higher number (70%) of individuals with asthma 
have concurrent CR allergy (Kang, Kambara, Yun, Hoppe, 
& Lai, 1995). Hot and humid environments are most condu- 
cive to CR infestation and, therefore, CR presence and sub- 
sequent health problems are more common in the southeast 
and south central regions of the U.S. (ALA, 1999). 

The Role of Cockroach Allergens in Asthma Morbidity 

CR-specific IgE antibody is an antigen carried by CRs and 
has been linked to the development of allergies, especially 
among persons with asthma (Garcia et al., 1994; Sarpong & 
Corey, 1998). In a study by Rosenstreich et al., (1997), al- 
most 50% of subjects allergic to CRs had concurrent asthma, 
while the prevalence of CR allergies was lower among the 
control (non-asthma) group. Roberts (1996) reported signifi- 
cant differences in hospitalization rates between children who 
were both allergic to and exposed to high amounts of CR 
allergen as compared to their non-allergic peers (0.37 times 
per year versus 0. 1 1 times per year). In another study, CR 
antigen inhalation projduced immediate acute asthmatic re- 
actions in 90% of CR-sensitive asthma patients, as well as 
delayed asthmatic reactions in 68% of the sample popula- 
tion, suggesting that CR antigen induces a dual asthmatic 
response following experimental antigen exposure (Garcia 
et al., 1994; Sarpong & Corey, 1998). Kang et al., (1995) 
studied the effects of immunotherapy among individuals sen- 
sitive to CR allergen. A significant reduction in both asthma 
symptoms and anaphylactic leukocyte sensitivity was found. 
In sum, there is a plethora of laboratory-based investigations 
that solidify the link between CR allergen exposure and 
asthma (see review article by Garcia et al., 1994). 

Reducing Cockroach Allergen Levels in the Home 

While extensive research has linked CR allergen exposure 



to asthma, few field investigations have been concerned 
with the effects of CR allergen reduction efforts. In other 
words, while studies on cockroach eradication efforts are 
common, few have systematically examined the link between 
the CR reduction efforts and asthma exacerbation. While 
educational articles designed to highlight CR control rec- 
ommendation exist (Kuster, 1996), a limited number, if any 
empirical studies in this area exists. Therefore, there are no 
valid data available that link CR-specific reduction efforts 
to asthma morbidity. Clearly, this highlights a glaring gap 
in the literature. 

Efforts have been made to understand the impact of CR- 
reduction efforts on asthma morbidity (Sarpong & 
Karrison, 1997). Indeed, experimental manipulations de- 
signed to reduce the presence of CR typically have resulted 
in the reduction of other indoor asthma-triggers (e.g., dust 
mites) (Rosentreich et al., 1997; Saupong & Karrison, 1997). 
This phenomenon may be indicative of a confound in the 
research design, and this possibility is discussed later in this 
paper. 

Conclusion 

The objectives of this paper were to (a) evaluate the lit- 
erature regarding the efficacy of control efforts to reduce 
indoor levels of two asthma-related allergens, and (b) to 
evaluate the effectiveness of such efforts on levels of asthma- 
related morbidity. As a result of the analyses of the litera- 
ture two conclusions can be stated. First, efforts to reduce 
indoor allergens in the form of dust mites and cockroach 
have achieved modest success, with results ranging from 
barely detectable to a reported high of 29% (Marks et 
al., 1994). These modest findings may be attributed to 
limitations in the experimental design, and these issues 
will be discussed in the final section of this paper. 

Second, while the model posited in this paper and by 
other investigators (Carswell et al., 1996; Chapman et 
al., 1996; Sarpong & Karrison, 1998) hypothesized that 
indoor allergen levels function to exacerbate asthma 
symptoms (see Figure 1), results from several studies 
indicate that another variable - sensitivity to allergens - 
interacts with indoor allergen levels, and both are needed 
to trigger asthmatic episodes. In other words, sensitivity 
to allergen, as depicted in Figure 1, serves as a mediating 
variable. 
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Figure 2. Relationship Between Environmental Control Efforts and Asthma 

Morbidity: 

The Addition of Allergen Sensitivity as a Mediating Variable 




Recommendations 

Future Research Directions 

Studies designed to reduce the indoor levels of specific allergens 
have achieved only modest results, and researchers have postu- 
lated that this may be a result of methodological limitations and 
confounds. For example, most individuals with asthma who have 
allergies are sensitive to multiple allergens (Gotzsche et al., 1998; 
Sarpong & Karrison, 1998). Therefore, reduction of one or two 
target irritants may not have an impact on the physiological re- 
sponse to allergens in general. Furthermore, research findings may 
be compromised because efforts to reduce one type of allergen 
may result in a reduction in overall allergen levels. Clearly, such 
situations result in the confounding of the independent variables. 
While tighter controls are recommended for future research, the 
feasibility of such controls is questionable. 

Great effort should be made toward increasing the knowledge 
base regarding the link between cockroach reduction efforts and 
asthma morbidity. While numerous laboratory-based studies have 
been published, there are insufficient studies which have tested CR 
reduction control techniques in areal world environment. This may 
be due, in part, to methodological limitations described in the pre- 
vious paragraph. Nevertheless, more research is needed in order to 
advance our understanding in this area. 

The introduction of the mediating variable (i.e., alleigen sensi- 
tivity) raises possibilities to improve future research. While 
only a modest link is reported between alleigen levels and asthma 



morbidity, the relationship appears to be much stronger 
among persons with both asthma and allergen sensitivity. 
Therefore, one recommendation for future research is to 
select participants based upon asthma severity and allergen 
sensitivity. 

Future Directions in Practice 

A disproportionately large percentage of individuals with 
asthma are from disadvantaged or disenfranchised groups 
(e.g., low socioeconomic status, ethnic/racial minority 
group) (Kuster, 1996). Consequently, they may face barri- 
ers which may hamper or prevent them from following rec- 
ommendations for improving indoor air quality. For ex- 
ample, one suggestion to reducing dust mite allergen levels 
involves washing pillows regularly in hot water (130EF). 
For families who live in areas without laundry facilities 
nearby, it may be difficult and/or expensive to arrange trans- 
portation for themselves and their laundry - especially for 
items as voluminous as pillows. Several practical recom- 
mendations have been described in the literature (see Kuster, 
1 996, for more in depth review). In sum, the evidence evalu- 
ated in this paper suggests that in their efforts to inform 
people about environmental approaches to controlling 
asthma, health professionals and educators should offer cre- 
ative and cost-effective ideas, and keep lifestyle and cul- 
tural factors in mind in order to better address the needs of 
disadvantaged or disenfranchised populations. 
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Doula Use During Childbirth 



Tia Reed 



Abstract 

Continuous labor support, provided by doulas, has been 
shown to provide many beneficial and positive aspects to 
the childbirth process (Klaus & Kennell, 1993). The use of 
a doula has been shown to reduce cesarean section rate, the 
use of epidural anesthesia, forcep use, and oxytocin use. 
Doulas also decrease the length of labor. Doulas accomplish 
this task by using a variety of different techniques to help the 
mother control the pain of contractions. Most importantly, a 
doula provides a positive birth experience for the laboring 
mother. The purpose of this article is to inform and educate 
health educators on the significance of doula use. The infor- 
mation was obtained through professional literature as well as 
personal communications with both practicing doulas and ob- 
stetric nurses. Unfortunately, many Americans are unaware 
that doulas exist. Implications for health educators are dis- 
cussed. 

Introduction 

Doula is a Greek word meaning a woman servant. In an- 
cient times, the doula was usually the most important ser- 
vant in the household, and was in charge of all family child- 
births. Today a doula can be defined as Aa woman trained 
and experienced in childbirth who provides continuous physi- 
cal, emotional, and informational support to the mother be- 
fore, during, and just after childbirth (Klaus, Kennell, & 
Klaus, 1993, p. 10). Basically, a doula is hired to accompany 
expectant parents into the delivery room and to assist them 
through labor and birth. Obstetric nurses are a very valuable 
component to the childbirth process but often times are very 
busy and unavailable at the crucial moments of labor. A 
doula stays with the parents the entire duration of the labor, 
and works with the nurse to provide an optimal environment 
for the laboring mother. 

During the last several years, a childbirth movement has 
come into existence, prompting the opening of over 1 00 birth 
centers across the United States. Many good books have 
been written and videos have been produced which provide 
accurate and easy to understand information to expectant 
parents (Green, Coupland, & Kitzinger, 1990). Despite the 
new information of recent years, it is surprising how little 
childbirth has really changed. In fact. Arms (1994) found 
that, Awomen in the United States are more afraid of birth 
than ever before and with good cause: there are higher rates 



of cesareans, premature births, low-birth -rate babies, and in- 
fant mortality in this than in any other industrialized nation, 
and complications surrounding birth have risen steadily in 
the last few decades (p.5). These factors may provide a pos- 
sible explanation as to why many women have begun to look 
for an experienced person to accompany them into the de- 
livery room, in the hopes of having a satisfying birth experi- 
ence. Green and colleagues, (1990), found that what women 
want most during the birth experience is fulfillment, satis- 
faction, emotional well-being, and a healthy baby. Perez 
and Snedeker (1990) showed that professional labor sup- 
port persons, such as doulas, are trained to help the expect- 
ant parents meet their expectations, and to help them have a 
satisfying birth experience. 

Obstetric Nurses: Duties During Labor 

Obstetric nurses play a crucial role during the labor and 
delivery of a child, but the role is medical rather than sup- 
portive. McNiven, Hodnett, and O’ Brien-Palles (1992) 
stated that the nursing work in the labor and delivery unit 
contained only a small amount of supportive care (p. 6). This 
is understandable due to the number of medical tasks for 
which an obstetric nurse is responsible, (e.g. vaginal exams, 
taking vital signs, collecting samples for laboratory tests, and 
preparing the birthing room for delivery) (Andolesk, 1990). 
Supportive care during labor has been shown to have sev- 
eral positive benefits. Supportive care during labor reduces 
cesarean section rates, operative vaginal births, episiotomies, 
and admissions to neonatal intensive care units, decreases 
use of oxytocin, analgesia, and anesthesia, improves Apgar 
scores, promotes longer breastfeeding duration, and gives 
the mother a greater sense of control during labor (Gagnon 
& Waghorn, 1996). 

In addition to the aforementioned procedures. Arms 
(1994) reports that nurses are also responsible for adminis- 
tering electronic fetal monitoring, IVs, and artificial hormones 
for labor stimulation. They also must regulate epidural 
anesethesia and other pain reducing drugs. These are used 
routinely in hospital childbirths despite the fact that they alter 
labor and risk harming the mother or baby. Monitoring de- 
vices and drugs are used because they permit hospitals to staff 
the unit with fewer nurses. This makes the nurses that are 
available very busy, and therefore, more concerned with medi- 
cal rather than supportive roles. The responsibility of 
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these medical procedures indicates that nurses have limited 
time to provide the necessary informed emotional support a 
laboring woman needs. A doula provides this support. 

The women who cannot afford or do not know about pro- 
fessional labor support persons (or “doulas”) are at a dis- 
tinct disadvantage. The support women receive from ob- 
stetric nurses may not be enough to protect them from the 
risks of childbirth, and they are more likely to suffer prob- 
lems due to lack of support during labor (Perez & Snedeker, 
1990). Kennell, Klaus, McGrath, Robertson, and Hinkley 
(1991) found that the most dangerous type of birth outcome, 
the cesarean section, is more likely to occur without adequate 
support. Unfortunately, this results in the need of other medi- 
cal interventions, such as epidural anesthesia and admittance 
of the newborn to the neonatal intensive care unit. Radin, 
Harmon, and Hanson (1993) found that patients who are 
supported by their nurses have a much lower cesarean rate 
than those patients that do not receive support from their 
nurses. 

Another obstacle that prevents women from getting ad- 
equate support is that some nurses tend to think that doulas 
do not have the necessary training to be of assistance. Perez 
and Snedeker (1990) interviewed a number of doulas who 
told them Athe nurses will not involve us in any decisions 
despite our efforts to be helpful. They feel that since we are 
non-nurses we are not qualified to be there (p. 59). 

Doulas: Duties During Labor 

There are no recognized schools that certify doulas. Doulas 
receive their training from licensed doula trainers. The doula 
trainers receive their doula certifications through doula organiza- 
tions such as Doulas of North America (DONA), Association of 
Labor Assistants and Childbirth Educators (ALACE) and In- 
ternational Childbirth Education Association (ICEA). 

Klaus and colleagues, (1993) described an extensive and 
expensive certification process for doulas. Courses include 
discussions and introductions to the basic physiological, psy- 
chological, and emotional changes during pregnancy, labor, 
delivery, and the early postpartum period, experimental exer- 
cises in communication skills, and empathy training. They also 
learn ways to create comfort through touch and words, role- 
play common birth situations, and ways to empower women. 

Only when a doula feels completely competent in all of 
these areas does she begin to help couples in the delivery 
process, doing three main things for the couple. The three 
main components of the doula’s role consist of (1 ) personal 
qualities of kindness, patience, commitment, and interest in 
the birth process, (2) the practical hands on skills of labor 
support and care, and (3) the ability and willingness to advo- 
cate for the woman in a maternity care system that is some- 
times unresponsive and rigid (Perez & Snedeker, 1990). 

Doulas provide many beneficial aspects during the deliv- 
ery process. They focus on the laboring woman throughout 
each contraction, softly speaking words of reassurance 



and encouragement, stroking her, holding her hand, walking 
with her, suggesting position changes, instructing her, and 
instructing and reassuring her partner (Simpkin, 1995, p. 
169). These simple gestures reduce the need for epidural 
anesthesia, cesareans, forceps, and other medical interven- 
tions (Kennell et al., 1991). Another advantage that con- 
stant support provides is a shorter duration of labor. Pascoe 
(1993) provided evidence that adequate support, provided 
by a doula, decreases the amount of time a woman is in la- 
bor. 

Techniques Doulas Use to Enhance Labor 

Doulas use a variety of techniques to ease pain and to help 
the mother have a satisfying birth experience. Some of these 
techniques include perineal massage, water therapy, general 
body massage, and changing positions to both help and en- 
courage the mother. 

Doulas are strong advocators of perineal massage. Perineal 
massage is the stretching and massaging of the birth canal 
(vagina) prior to birth to avoid tearing during birth or an 
episiotomy. An episiotomy is an incision made to enlarge 
the birth canal to promote the delivery of the baby’s head. 
Stitches are required if an episiotomy is performed, prolong- 
ing the healing process (Andolesk, 1990). An episiotomy is 
usually not needed if the birth canal is properly stretched 
before labor begins. Doulas instruct couples how to perform 
perineal massage and when to begin the massage. The 
perineal massage usually begins 4-6 weeks before the ex- 
pected delivery. The father usually performs the perineal 
massage on the mother in a relaxed and comfortable setting 
(K. A. Wright, personal communication, June 1999). Avery 
and Van Arsdale (1987) found that there is a significant re- 
duction of episiotomies in the group of women who prac- 
ticed perineal massage, when compared to control groups. 
If an episiotomy is not administered, the labor may take 
longer, but Apgar scores indicate that any additional time 
required to deliver over an intact perineum is not harmful to 
the newborn. They also mention that the time it takes to 
deliver over an intact perineum with a doula present is still 
shorter than a labor at which a doula is not present. 

Another important technique that doulas use to promote a 
satisfying birth experience is water therapy. Doulas may 
encourage the mother to labor in the shower with warm or 
cool water running over her abdomen. The water helps the 
muscles relax which lessens the pain of contractions. Hous- 
ton and Valentine (1998), found significantly fewer pharma- 
cologic pain relief measures (narcotics and epidurals) are 
needed by women who spend time laboring in the shower. A 
doula may also suggest sitting in a tub of water to ease the 
pain of contractions because the buoyancy of immersion 
provides relief from contractions (Klaus et al, 1993). Reid 
(1994) investigated the safety of using water during labor 
and delivery and found it to be relatively safe, with a normal 
labor and delivery. 
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Doulas also provide continuous support through the use 
of massage to the mother. The massage can take many forms, 
including back, hands, feet, or face. The massage often 
changes from soft to firm. Touch provides numerous posi- 
tive effects. Birch (1986) found that touch appears to be an 
important source of support for women during the labor ex- 
perience. Touch facilitates the care-giver’s ability to be closer 
to the woman in labor and, therefore, better able to under- 
stand her needs and offer solutions to meet those needs. 
Houston and Valentine (1998) agreed, stating that women 
who have received the therapeutic touch treatments, report 
that it helps in coping with labor pain through relaxation (p. 
11 ). 

Doulas also frequently use position changes to quicken 
labor. Doulas suggest that the laboring mother change posi- 
tion every 30-40 minutes. This makes the contractions more 
painful but more effective. Most women want to find a com- 
fortable position and stay there but doulas remind the mother 
of the benefits of position change and encourage them to 
move around as much as possible (P. A. Palladino, personal 
communication, July, 1999). 

Implications for Health Educators 

The positive evidence of doula support illustrates a need 
for education. The professional literature which deals with 
the topic of childbirth is just beginning to publish studies 
relating to doulas. The use of doulas provide a number of 
opportunities for a health educator. Health educators could 
conduct needs assessments of different communities and cul- 
tures to see who would most benefit from doulas. This would 
provide practicing doulas with valuable client information 
and would also benefit pregnant women in need of profes- 
sional labor support. By providing important information to 
doulas and expectant women alike, women can make a deci- 
sion about the use of a doula before she arrives in the deliv- 
ery room. Health educators could provide the public with 
information about doulas and stress the benefits of support 
during labor. Lastly, health educators can serve as resource 
persons toother professionals. By specifically educating phy- 
sicians, nurses, and other labor room personnel, women may 
find it easier to access a doula when one is needed. 

Summary 

The review of literature showed a need for professional 
labor support. Through no fault of their own, obstetric nurses 
have many other responsibilities and are often unable to pro- 
vide adequate support to laboring women. Doulas can pro- 
vide this support and allow the nurses to concentrate on the 
medical aspects of childbirth. Unfortunately, doulas are used 
infrequently due to the lack of knowledge. Through the use 
of health education, and more precisely, health educators, 
pregnant women can be educated about doulas, and how a 
doula can help provide a positive birth experience. 



The positive aspects of doula use can be beneficial to the 
entire population. If the benefits of doula use are learned by 
the general population, childbirth will become a very posi- 
tive endeavor, and health educators will be able to focus on 
the more deadly health concerns, thus securing a healthy 
future for Americans. 
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Prescription Drug Misuse in Older Adults 
and Strategies for Prevention 

Jessica A. Schulman 



Abstract 

Prescription drugs have been described as the single most 
important health care technology in preventing illness, dis- 
ability, and mortality among older Americans. However, 
medication has been noted to cause serious harm. If adverse 
drug reactions were classified as a disease, together they 
would rank as the fifth leading cause of death in the U.S. 
(Alliance for Aging Research [AAR], 1998). Until recently, 
there has been scant research on use of prescription drugs 
by older Americans and their resulting health outcomes 
(Rosenberg, 1995; Avom 1995). Health professionals should 
be cognizant of risk factors that lead to drug misuse, and 
should attempt to identify and implement methods of pre- 
vention. This article reviews new findings and describes 
problems with opiate narcotic misuse, but presents guide- 
lines for proper use of common prescription drugs. The fol- 
lowing topics will be addressed: (1) demography of older 
Americans, (2) epidemiology of drug misuse, (3) drug mis- 
use and dependence, (4) gender issues, (5) physical effects, 
and (6) strategies for prevention. 

Background 

Prescription drugs are described as the single most impor- 
tant health care technology in preventing illness, disability, 
and death among the geriatric population (Avorn, 1995). 
People over 60 years of age are twice as likely to experience 
chronic pain from diseases, such as osteoarthritis, than their 
younger counterparts (National Council on Aging [NCOA], 
1997). In addition, older adults are more likely to suffer 
from physical impairment (e.g, gastrointestinal dysfunction), 
and social losses (e.g., the death of a loved one). Pharmaco- 
logic agents can be a cost-effective alternative for surgeries 
and can improve health and independence (Alliance for Ag- 
ing Research [AAR], 1998). For these reasons, older people 
are the greatest consumers of prescription drugs; however 
this comes with the risk of drug misuse. A special report by 
the Alliance for Aging Research, stated, “If adverse reac- 
tions to medications were classified as a distinct disease, it 
would rank as the fifth leading cause of death in the U.S.” 
(AAR, 1998, p. 1). Though prescription drug dependence 
has been linked to drug abuse in older adults, research on 
drug abuse patterns among elderly is unclear since it has 



been considered a domain of the young (Rosenberg, 1995). 
Studies of illicit drug abuse and addiction in the older Ameri- 
cans were almost nonexistent until 1990 (Rosenberg, 1995). 
In addition, there has been scant research on the use of pre- 
scription drugs by older people and their clinical outcomes 
(Avom, 1995). 

Drug Misuse in Older Adults 

Current research provides preliminary insight on prescrip- 
tion drug abuse, otherwise known as dmg misuse (Table 1), 
among older Americans and strategies for prevention. This 
paper reviews new findings describes problems with opiate 
narcotic misuse, and emphasizes proper use of common pre- 
scription drugs. The following topics are addressed: ( 1 ) de- 
mography of the older Americans, (2) epidemiology of dmg 
misuse, (3) factors that contribute to dmg misuse and de- 
pendence, (4) gender issues, (5) physical effects on older 
adults, and (6) strategies for prevention. 

Demography and Epidemiology 

The changing composition of the population will have a 
significant impact on health care delivery and professional 
practice. Persons 65 years or older numbered 33.9 million 
in 1996 and by 2030 this number will double to 70 million 
older persons (Administration on Aging [AOA], 1997). With 
the older population growing rapidly and life expectancy in- 
creasing, drug misuse is expected to become a more exten- 
sive public health problem. New studies may uncover an 
even larger problem than once believed because cases of dmg 
use among elderly have been under-represented or 
underdiagnosed (AAR, 1998; Szwabo, 1993). 

It is difficult to quantify the frequency, intensity, or amount 
of pain that older people experience. However, researchers 
were able to determine that 25% to 50% of older people 
living in community dwellings (i.e., a traditional home set- 
ting versus a skilled nursing facility) suffer with physical 
pain (Ferrell & Ferrell, 1991). As a result, an estimated 71% 
of older Americans take prescription pain medication for their 
conditions (NCOA, 1997). Of those people over 60 years 
of age who take pain medication, 22% use a form of opioid 
(NCOA, 1997). Because a significant proportion of older 
persons use opiate derived medications, it has been suggested 
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that they are more likely to experience prescription drug de- 
pendence. A study of medication dependence in 100 senior 
inpatients showed that 49 were dependent on opioid derived 
analgesics (Finlayson & Davis, 1994). As the elder popula- 
tion grows, pain management with prescription drugs will 
become a vital area of medical practice. 

Prescription Drug Use and Dependence 

In comparison to younger patients with addiction, older 
patients who experience drug dependence have different be- 
haviors and symptoms. Researchers found that older adults 
use fewer illicit drugs and fewer classes of drugs, mostly 
medicating with benzodiazepines and opioids (Juergens, 
1 994). When prescription drugs are misused, psychological 
and physiological dependence can occur. For the purpose 
of this article, medications that are administered on a regu- 
lar basis without the user following instructions will be con- 
sidered drug misuse. However, the lines between drug mis- 
use and abuse fade when physicians prescribe medications 
for inappropriate reasons, or they are not held accountable 
for allowing drug addiction to occur. Thus, a more compre- 
hensive view of drug misuse is provided in Table 1. 



dents, exacerbation of depression and anxiety, and physical 
dependence with uncomfortable withdrawal symptoms. 
Because these symptoms may be subtle, addiction can be 
overlooked or attributed to other causes such as depression 
(Juergens, 1994). In addition, Juergens (1994) suggested 
that physicians do not have adequate training when prescrib- 
ing drugs to older clients. In a recent study, 37% of patients 
reported that their physicians did not discuss possible side 
effects of the drugs when they were first recommended and 
48% said that their physicians did not alert them to any drug 
interactions (NCOA, 1997). Juergens (1994) offers specific 
considerations for administration of potentially addictive 
prescription drugs in the older adults (Table 2). 

Factors that Contribute to Drug Misuse: An Example with 
Opiate Derived Medications 

Problems of both inappropriate analgesic treatment and 
lack of skill regarding diagnosis of drug misuse are com- 
pounded by patient issues. Patients may not administer their 
drugs properly due to limited education, misunderstandings 
about proper dosages, and fear of addiction (Ferrell & Ferrell, 
1991). In addition, caregivers have anxieties and concerns 



Table 1. 



Classification of Drug Misuse & Medication -Related Problems 


Problem 


Description 


Example 


Untreated Indication 


Person with problem that requires drug 
therapy but is not receiving medication for 
that indication 


Person with diabetes who needs 
intravenous insulin but only receives 
dietary instructions 


Improper Drug Selection 


Person has medical problem that requires 
drug therapy but is taking the wrong 
medication 


Person develops gastric ulcers due to 
bacteria (i.e., H. Pylori) but takes 
antacids versus antibiotics 


Subtherapeutic Dosage 


Person has medical problem that is being 
treated with an inadequate dose of the 
correct medication 


Person has intractable pain due to hip 
surgery but is not given an adequate 
dose of morphine 


Failure to Receive Drugs 


Person has a medical problem that is the 
result of not receiving a drug (e.g., for 
psychological, economic, and other 
reasons) 


Person develops seizures as a result of 
not receiving his or her medication, 
such as phenytoin 


Overdosage 


Patient has medical problem that is being 
treated with too much of the correct drug 


Person with diabetes takes too much 
blood thinner for a blood clot and 
develops a bleeding disorder 


Adverse Drug Reaction 


Patient has medical problem that is the 
result of an unintended and detrimental 
adverse drug effect 


Person takes an antibiotic, such as 
gentamicin sulfate, and develops 
kidnev failure 


Drug Interaction 


Patient has medical problem that is the 
result of a drug-drug or drug-food 
interaction 


Person takes grapefruit juice with their 
blood pressure medication and their 
blood pressure drops suddenly 



Source: (Helpler & Strand, 1990) and (AAR, 1998) 



Negative consequences of prescription drug abuse include that challenge their ability to monitor changes in the patient’s 
memory problems, psychomotor impairment, falls or acci- behavior or mood. Obstacles that hinder caregivers from 
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Table 2 



Considerations for use of Potentially Addictive Prescription Drugs in Older Adults. 



Do the diagnosis, distress, and disability warrant use of this drug? 

Have appropriate non -pharmacologic therapies been tried first? 

Have pharmacologic agents with less potential for long-term harm and dependence been attempted? 
Is the drug causing an acceptable therapeutic response? If not, have the diagn osis and treatment been 
reconsidered? 

Has the patient had other drug or alcohol dependence problems in the past? 

Do any physical or behavioral signs or impairment suggest addiction to the prescribed drug? 

Can a family member or caregiver confirm the effectiveness of the drug as well as the absence of 
impairment and addiction? 

Would decreasing the dose of the drug help determine if problems are related to the drug or if further 
treatment is needed? 

Source: (Juergens, 1994) 



administering drugs correctly include: ( 1 ) demands on time, 
(2) distressing symptoms of the patient, (3) emotional ad- 
justment, and (4) adaptations in sleep, work, and close rela- 
tionships (Ferrell & Ferrell, 1991). Another challenge is 
that clinicians may withhold sensible pain treatment because 
of biases, fear, or unfamiliarity with analgesic treatment. 
Health professionals may not have adequate knowledge about 
methods for assessing pain, or they may not be able to dif- 
ferentiate between tolerance, physical dependence and ad- 
diction (Dahl, 1996). Moreover, there is a lack of account- 
ability for both appropriate pain management and Judicious 
treatment of depressed persons who experience chronic pain. 

Psychosocial Factors 

When opiate derived analgesic agents and other medica- 
tions are prescribed and taken properly, they can reduce pain 
and enhance the lives of older adults. However, when drugs 
are misused, both psychological and social influences rein- 
force drug dependence and misuse. Patient reluctance to 
use and learn about opiate derived agents for pain may have 
been influenced by political and social pressure against il- 
licit drug use (Ferrell & Ferrell, 1991). Additionally, there 
may be a relationship between late-life coping and substance- 
related disorders. Cases of misuse that start later in life might 
be attributed to an individual’s inability to cope with various 
life stresses, such as retirement from a Job, loss of a spouse, 
decreased physical vitality, or illness (Finlayson, 1995). 

It is important to understand how roles of social support, 
social control, and coping differ between people using alco- 
hol or illicit drugs, versus those using prescription drugs 
(Finlayson, 1995). For example, an older person who com- 
plains of insomnia, chronic pain, or fatigue and seeks medi- 
cation for these complaints is more likely to be enabled to 
become dependent on medication. In contrast, an older per- 
son who has the obvious stigmata of alcoholism is less likely 
to be enabled to become alcohol dependent. The culture 
and social environment surrounding older persons that mis- 



use prescription analgesics often involve hypochondriasis, 
insomnia, depression, and strong support rather than resis- 
tance and rejection that accompanies alcohol abuse 
(Finlayson, 1995). Moreover, the (mis)belief that mental 
disorders, rather than cognitive impairment, occur more fre- 
quently with aging contributes to misdiagnosis of depres- 
sion in older persons. This can lead to a physician inappro- 
priately prescribing benzodiazepines rather than ordering 
needed antidepressants (Finlayson, 1995). Finlayson sug- 
gests that, “physicians take responsibility for how their be- 
havior enables the lifestyles of their patients and that physi- 
cian and patient share responsibility for the patient’s proper 
use of prescription drugs (Finlayson, 1995, p. 1876). 

Physical Factors & Side Effects 

Although most studies do not focus on older adults only, 
it is estimated that fatal adverse drug reactions (ADRs), or 
any noxious, unintended, and undesired effect of a drug on a 
human (Lazarou, Pomeranz, & Corey, 1998), are a serious 
problem. Inappropriate use of prescription and over-the- 
counter medicine killed more than 106,000 and caused ADRs 
in 2.2 million patients in 1996 (Lazarou et al., 1998). It is 
noteworthy that older people have unique vulnerabilities (e.g., 
poly-pharmacy and biologic changes) to medication-related 
problems and, as a result, carry a disproportionate burden of 
ADRs (AAR, 1998; General Accounting Office, 1996). As 
people age there is a progressive decline in central nervous 
system activity, loss of neurons, changes in receptor sensi- 
tivity, among others. For example, geriatric patients can be 
more sensitive to opiate narcotics, manifesting as prolonged 
duration of action and exaggerated reductions in blood pres- 
sure. For any given weight- adjusted dose of a narcotic, an 
older person will experience a more pronounced phar- 
macologic effect than a younger person. A dose of mor- 
phine in an older patient may be half that of a younger 
patient, yet the older patient will have higher plasma lev- 
els of the drug (Ozdemir, Fourie, Busto, & Naranjo, 1996). In 
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addition, kidney and liver metabolism decreases with age, 
thereby limiting drug binding, transport, and effectiveness of 
some drugs (Ozdemir et al., 1 996). In contrast, decreased clear- 
ance of drugs, such as benzodiazepines, coupled with increased 
sensitivity to some drugs, can expose older persons to exces- 
sive amounts of medication (Finlayson, 1995). 

A report by the U.S. Department of Health and Human Ser- 
vices (DHHS) determined that one-fifth of older patients are 
given medications that experts consider to be unsuitable due to 
risk of ADRs (AAR, 1 998). Even when drugs are used appro- 
priately, older persons have a greater potential for complica- 
tions. For example, non-steroidal anti-inflammatory drugs 
(NSAIDS) are known to cause fatal peptic ulcers more fre- 
quently in older than in younger populations (Egbert, 1996). 
In addition, relatively innocuous antacids may become toxic 
due to decreased gastric motility of older persons who use opi- 
ate drugs (Dahl, 1996). As a result, ADRs occur in 2 1 % of 70 
to 79-year-olds compared with 3% of 20 to 29-year-olds 
(Szwabo, 1993). 

Gender and Risk Factors for Drug Misuse 

Gender is a contributing risk factor for drug misuse 
(Finlayson, 1995). Older women are more likely than men to 
use medical services and to receive prescriptions for psy 
choactive drugs (Cafferata, Kasper, & Bernstein, 1983; 
Finlayson, 1995). In addition, older women may experience 
psychological, social, and financial difficulties that exacerbate 
drug problems. This is perpetuated by the media which pre- 
sents negative and impaired images of women as ill, frail, de- 
pressed, and postmenopausal (Szwabo, 1993). 

In a comprehensive analysis of substance abuse, 400 physi- 
cians were surveyed by the National Center on Addiction and 
Substance Abuse (CASA, 1998). Major medications that 
caused problems for women were psychoactive drugs, taken for 
anxiety or mood disorder, or analgesics, taken for pain relief (CAS A, 
1998). Older women are exposed to a series of losses and misfor- 
tunes that contribute to drug misuse (Szwabo, 1993). This dispar- 
ity is related to the tendency for women to outlive their partners, 
1 6% of males and 42% of females were living alone in 1 990 ( AOA, 

1 997). Moreover, after a spouse dies a woman may have only a 
house as an asset, which she may have to give up. The following 
factors can predispose women to drug misuse and dependence: 
(1) social isolation, (2) dissatisfaction with relationships, (3) 
physical or emotional illness, (4) minority status, (5) use of 
psychoactive drugs or self-medication, or (6) a lack of finan- 
cial resources for quality treatment (Szwabo, 1993). When 
appropriately prescribed and used, drugs can offer benefits to 
older women suffering with medical problems. However, medi- 
cations are not always ordered by physicians judiciously and 
may not be used by patients properly. 

Strategies for Prevention 

Steps can be taken to reduce drug misuse among elderly be- 



cause most medication- related problems are predictable and 
thus preventable (AAR, 1 998). In an executive report by the 
Alliance for Aging Research (AAR), it was suggested that the 
rate of drug misuse can be reduced through: (1) increased pro- 
vider, patient, and care-giver education, (2) better knowledge 
about appropriate medication use in geriatric populations, (3) 
strategies to identify persons at risk for medication-related prob- 
lems, and (4) improvements in medication tracking systems 
(AAR, 1998). 

Prevention of Drug Misuse Among Older Family Members 

Education and social support are key elements when deal- 
ing with family members. Drug misuse can frighten family 
members and cause them to act unreasonably. Therefore, an 
examination of family dynamics is a critical component of iden- 
tifying potential drug misuse and providing effective drug 
therapy. For example, a practitioner may notice that 
“scapegoating” is being used to blame one family member for 
all of the family’s problems. Families also may appear to be 
powerless and respond by either cutting off the user from con- 
tact or, in contrast, protecting and justifying an abuser’s be- 
havior (Szwabo, 1993). For these reasons, prevention strate- 
gies must address the appropriate use of medication as well as 
educate the misuser, and their friends, family, caregivers, and 
even the physician about the warning signs of drug misuse. 

Signs of addiction in elderly women may include concerns 
about anxiety, nervousness, memory impairment, falls, weight 
loss, and others (Szwabo, 1993). Psychological symptoms often 
present as denial, minimization, rationalization, enabling, and 
blaming. The drug misuser may claim that, “the doctor pre- 
scribed it to me” and avoid further conversation (Szwabo, 
1993). Unwittingly, the behavior of family members can en- 
able the patient to misuse prescription drugs. A family mem- 
ber may say, “My mother needs that drug to sleep,” and family 
involvement in obtaining extra medication(s) may occur 
(Szwabo, 1993). In turn, family education, drug management 
training of practitioners, and development of psychological 
health programs to counsel older adults and caregivers is es- 
sential. Interpersonal issues, such as a family member who 
expresses nagging doubts about the cause of an older person’s 
possible drug addiction, should be taken seriously. For ex- 
ample, practitioners should take note of caregivers that ask 
questions such as, “Are the drugs causing her to act this way?” 
or “Grandmother is almost 70, can we expect her to remember 
these things?” (Finlayson, 1995). 

General Strategies for Prevention and Implications for Health 
Educators 

It is important that health professionals also are able to screen 
for problems — such as chronic pain, depression, and other 
potential gateway disorders — which are associated with drug 
misuse. Part of the identification process involves understand- 
ing categories of medication-related problems (Table 1). One 
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way to provide the right medication, in the right amount, ad- 
ministered in the right way, to the right person, is to properly 
monitor the patient’s disease state. Proper pain management 
with medication, for example, can be achieved if pain is as- 
sessed regularly and appropriately. Three established pain as- 
sessment techniques include: (1) word descriptor scales and 
visual analog scales which quantify pain intensity, (2) pain jour- 
nals to establish and monitor qualitative aspects of the condi- 
tion (Ferrell & Ferrell, 1991), and (3) pain inventories (Egbert, 
1996). 

The Center for Substance Abuse Prevention (CSAP) pre- 
sents a method that enables older adults to become their own 
advocates of appropriate drug use (DHHS, 1994). The focus 
on improving knowledge and promoting behavioral control is 
expected to decrease medication misuse, thus reducing physi- 
cal injury and emotional impairment. CSAP researchers sug- 
gest that patients and caregivers are encouraged to ask particu- 
lar questions to gather information about their prescription(s) 
(Table 3). Practitioners should ask patients the name of each 
medication they take at home and for what purpose. Health 
educators can provide a prepared list of questions for patients 
to use when recording key information about their prescrip- 
tions. This enables clinicians to assess the patient’s level of 
understanding about the drug regimen, and it relieves concern 
about consuming too much of a physician’s time. 



might be needed if several different pills are prescribed. 
Health educators can apply these methods in a variety of 
settings. 

Community and public health educators can help imple- 
ment, evaluate, and provide links to services that are estab- 
lished in the community. Educators employed by voluntary 
health agencies can assist concerned citizens by examining 
prescription drug problems not adequately addressed by gov- 
ernmental agencies. In addition, they can participate in drug 
surveillance by enabling individuals to report adverse drug 
reactions and working with departments of public health to 
coordinate monitoring systems and outcomes research. 
Health educators also can work with granting agencies and 
private donors to establish effective drug prevention and 
advocacy programs. Educators with clinical expertise may 
provide information regarding the possible side effects, ex- 
pected benefits, and affordability of particular medications 
to policy makers and the public. On-site programs allow 
health educators to reach segments of the population that 
were not easily accessible in the past (Cottrell, Girvan, & 
McKenzie, 1999). Educational and organizational activities 
that involve screening programs, support groups, counsel- 
ing hotlines, consumer awareness and drug prevention pro- 
grams can be developed and applied by health educators. 

Health educators in clinical settings can advocate for 



Table 3 



Prepared Questions to ask Clinicians Regarding Prescription Drugs 


Question 


Drug A 


Drug B 


What is the name of the drug? 






Why am I taking it? What's it for? 






How often should I take it? 






How long must I take it? 






Will there be side effects? What are they? 






Are there any side effects I should report to the doctor immediately? 






Is there anything special I should know about in taking this drug? 
(For example, take the meals; other drugs I shouldn't take with it; 
driving restrictions.) 







Source: (DHHS, 1994) 



Keeping track of multiple medications or forgetting whether 
or not a drug has been taken are problems for elderly (DHHS, 
1994). CSAP offers charts and systems to assist older adults 
with taking medication wisely. When using a variety of pre- 
scription drugs, health professionals suggest the patient or 
caregiver document specific information (Table 3). The 
“Weekly Directions and Check-off Chart” (DHHS, 1994), is 
another paper and pencil method that enables older individu- 
als to be more accountable for prescriptions used (Table 4). 
This chart is useful for keeping track of when the medica- 
tion should be taken and whether or not it was taken. More- 
over, a daily container system, such as an empty egg carton. 



screening and monitoring programs. For example, a “Dmg Regi- 
men Review” can be established at any hospital or nursing facility. 
A simple checklist enables practitioners to detect medication usage 
that varies from accepted therapy standards established for a given 
condition. As a result, patients can benefit from improved pharma- 
ceutical care. Traits to be monitored are excessive doses or dura- 
tion, duplicate therapy, and inadequate indications for use. Gen- 
eral observations should involve the total number of medication 
orders for a patient, contraindications, drug-drug or drug-nutrient 
interactions, administration methods, and a medication class re- 
view to determine if hypnotics, antipsychotics or antidepressants 
are used appropriately. Moreover, health educators have new op- 
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portunities to educate physicians, nurses, and the public, about pre- velop surveillance programs, and promote optimal therapeu- 
venting prescription dmg misuse and improving medical outcomes, tic outcomes (Bootman, Harrison, & Cox, 1997). 



Table 4 



Keeping track of a medication regimen 


Name/Directions 


Sunday 


Monday 


l\iesday 


Wednesday 


Thursday 


Friday 


Saturday 


Drug A— 

3 Times a day 


8 12 5 


8 12 5 


8 12 5 


8 12 5 


8 12 5 


8 12 5 


8 12 5 


Drug B— 

1 a day in AM 


8 


8 


8 


8 


8 


8 


8 



Source: (DHHS, 1994) 



Conclusion 

Though prescription drugs have potential to improve qual- 
ity of life, when used inappropriately they can cause serious 
harm to the older adults. This issue will continue to gain 
importance as the American population ages (AAR, 1998). 
It is important for health educators and practitioners to un- 
derstand that ADRs represent a serious health issue (Lazarou 
et al., 1998). The financial burden of drug misuse is sub- 
stantial, with $4 billion spent on medication-related prob- 
lems in nursing facility residents annually (AAR, 1998). 
Health professionals should be cognizant of risk factors that 
lead to drug misuse among older citizens, and attempt to 
identify and apply methods to prevent this problem. Fur- 
ther research should examine behavioral methods for im- 
proving practitioners’ competence regarding administration 
and monitoring of analgesic drug use. In addition, innova- 
tive psychosocial approaches to prevent drug misuse, par- 
ticularly among elderly women, should be developed and 
applied. 

To this end, it will be important to know whether pre- 
ventable medication-related problems occur because of in- 
adequate initial testing, a breakdown in post-market surveil- 
lance, physician prescribing errors, or a lack of patient ad- 
herence (AAR, 1998). This information is not collected, 
analyzed, or published on a regular basis by the Division of 
Phamacovigilance and Epidemiology or any other office at 
the Food and Drug Administration (Moore, Psaty, & Furberg, 
1998). In the future, health educators can promote and 
implement safety monitoring programs to assure that new 
warnings or recommended restrictions are effectively com- 
municated to practitioners and older citizens (Moore et al., 
1998). In addition, there needs to be an organized program 
to check whether the most important warning messages are 
being heeded, and post-marketing surveillance that focuses 
on drug-induced medical problems rather than specific drugs 
alone (Moore et al., 1998), or user factors. Health educa- 
tors are qualified to study drug misuse in special populations, 
address preventive strategies for this emerging problem, de- 
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The Role of Pharmacists In Reducing 
Tobacco and Alcohol Use 

Stefanie L. Stephenson 



Abstract 

Pharmacists can demonstrate their contributions to primary 
and preventive care, both immediate and potential (Thomp- 
son, 1994) by becoming involved in efforts to meet tobacco 
and alcohol related national health goals. Pharmacists are 
aware of the increasing evidence that smoking and alcohol 
can reduce the effectiveness of medication for their clients. 
One major contributor to medication-related morbidity and 
mortality is the adverse drug reactions or interactions from 
taking medications while smoking or using alcohol (Ameri- 
can Association of Colleges of Pharmacy, 1994). Through a 
review of the literature this article investigates, ownership 
of the pharmacy is a major factor of in the sales of alcohol 
and tobacco. Recommendations for health education are 
discussed. 

Introduction 

Pharmacists play an important role in the delivery of health 
products and services. One responsibility of pharmacists is 
to aid individuals in selection of medications that are safe 
and effective. Along with the delivery of medications, phar- 
macists also provide important information about possible 
side effects of medications, as well as the interaction of medi- 
cation with other foods and chemicals. An important con- 
cern is the effect alcohol and tobacco products have on the 
effectiveness of medications. 

An estimated 47 million adults (24.7%) in the United States 
smoke cigarettes, even though this behavior will result in 
chronic morbidity and premature death for one out of every 
two regular users (CDC, 1998). The Centers for Disease 
Control and Prevention estimate that overall mortality due 
to the direct effects of cigarette smoking totals about 4 1 9,000 
deaths per year (CDC, 1998). 

Paralleling this enormous health burden is the economic 
burden of tobacco use: more than $50 billion in medical ex- 
penditures and another $50 billion in indirect costs (CDC, 
1998). 

Another major drug threat to the public ’s health is improper 
use, overuse and abuse of alcohol (U.S. Department of Health 
and Human Services, 1990). Excessive and inappropriate 
alcohol consumption causes more than 100,000 deaths an- 
nually in the United States. Improper use of alco- 



hol is one of the major factors related to violent deaths such 
as accidents, homicide and suicides. It is also an important 
contributor to a group of chronic ailments such as alcoholic 
cirrhosis of the liver and alcohol dependence syndrome. The 
annual medical costs related to all alcohol related problems 
are more than 50 billion dollars (CDC, 1998). 

Pharmacists are aware of the increasing evidence that 
smoking and alcohol use can reduce the effectiveness of cer- 
tain medications for their clients. It has been well documented 
that one major contributor to medication-related morbidity 
and mortality cost is the adverse drug reactions or interac- 
tions from taking medications while smoking cigarettes and 
using alcohol (Drug Interactions & Updates Quarterly, 1995). 
Yet, many pharmacies/drugstores continue to sell alcohol and 
cigarettes. 

Pharmacists and the Sale of Alcohol and Tobacco 

Pharmacists are in a position to Ahelp people avoid initi- 
ating the smoking habit or to quit smoking (CDC, 1993 p.6). 
Pharmacists can demonstrate their contributions to primary 
and preventive care, both immediate and potential (Thomp- 
son, 1994) by becoming involved in efforts to meet tobacco 
related national health goals. More specifically, pharmacists 
are well positioned to affect the availability and sale of to- 
bacco products in pharmacies. However, little information 
is available concerning the prevalence of tobacco product 
sales in pharmacies at the national level. 

A few studies have been conducted to evaluate the sale of 
tobacco products in pharmacies. A 1995 study conducted by 
the Massachusetts Pharmacists Association found that 30% 
of independent pharmacies sold cigarettes (Massachusetts 
Pharmaceutical Association, 1995). In Mississippi, a 1989 
survey of retail pharmacies found the 68% sold cigarettes 
and 52% sold smokeless tobacco. Respondents expressed 
moderate agreement that it was a conflict of interest to sell 
tobacco products. This agreement was significantly higher 
among pharmacists working in stores, which did not sell ciga- 
rettes (Banahan, Juergens, & Jemigan, 1990). 

A 1985 survey of Mississippi pharmacists found the most 
important cue urging pharmacies not to sell cigarettes was 
the pharmacist’s assertion that such sales were contrary to 
his or her professional responsibility (Grapes, Smith, & 
Sharp, 1985). In a 1992 study, 62% of the pharmacists sur- 
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veyed responded that tobacco products should not be sold 
in pharmacies (Simonsen, 1995). A 1995 opinion poll re- 
vealed that 73% of pharmacists believed pharmacies should 
stop selling cigarettes (Conlan, 1995). Pharmacists en^loyed 
by pharmacies that continue the sale of tobacco face increas- 
ing personal and professional conflicts, which may contrib- 
ute to the removal of tobacco products from these settings. It 
is expected that more pharmacies will discontinue the sale 
of tobacco products due to the media’s increased focus on 
the tobacco industry, the settlements concerning health care 
and other costs associated with tobacco use, and the imple- 
mentation of statewide tobacco-free pharmacy campaigns 
(Project ASSIST, 1998). 

Pharmacists and Health Education 

There has been an increased interest in broadening the 
role of pharmacists beyond the customary product-oriented 
functions of dispensing and distributing medication to in- 
clude an elevated role in public health education through the 
Pharmacy Practice Activity Classification Project 
(PPAC)(American Pharmaceutical Association [APA], 
1998). 

The PPAC identifies four major domains of pharmacist 
activities: (a) ensuring appropriate therapy outcomes, (b) dis- 
pensing medications and devices, (c) health promotion and 
disease prevention and (d) health systems management. 
Within the health promotion and disease prevention domain, 
a paramount purpose is to support the health service popula- 
tion in the planning and delivery of services to individuals 
for the purpose of disease prevention, early detection of dis- 
ease, detection of risk factors and the promotion of healthy 
lifestyles. Specific activities include developing health edu- 
cation programming for individuals and assisting clients in 
making lifestyle changes to improve health outcomes. A 
major core activity in the 1994 pharmaceutical educational 
goals, addressed by the American Association of Colleges 
of Pharmacy, was to include education in health promotion 
and disease prevention for pharmacists (Carl & Trinca, 1 995). 

This recurring interest of pharmacists in fulfilling a pub- 
lic health role as health educators is considerable. Partially 
due to the impact of the reassessments of pharmacists activi- 
ties and the changing role of today’s health care system, phar- 
macists are increasingly interested in health promotion and 
disease prevention as a way to effectively position themselves 
for careers in the 2P‘ century (APA, 1998; Maguire, 1990). 
Although evidence that people can do much to promote their 
own health is intensifying, the effect of the pharmacist in 
assisting their clientele is not well documented. However, 
there are a few systematic studies documenting participa- 
tion in health education and disease prevention activities of 
this significant health care provider group (O’Loughlin & 
Masson, 1999; Scott & Wessels, 1997). More specifically, 
this group of recognized drug experts may be well-situated 
to take an active role in educating the public on the dangers 



of cigarettes and alcohol use because of the pharmacists ac- 
cessibility and availability to the public (CDC, 1998). A 
person can call or stop by a pharmacy and speak to the phar- 
macists anytime during opening hours without an appoint- 
ment. If a person tries to speak with their physician, it may 
take days for the physician to answer their questions or the 
person may have to set up an appointment with their physi- 
cian. 

Summary 

It is apparent that pharmacists can and should be involved 
in health education and health promotion. This is consistent 
with the progressive trend that has emerged recognizing the 
importance of prevention and team effort by all health care 
providers, especially the pharmacists’ PPAC. Pharmacists, 
as a member of this team, can make significant contribu- 
tions toward health promotion and disease prevention in 
public health. 

Those who are in the business of providing medical and 
health care, preventing diseases, and promoting the health 
of individual members of their communities should be con- 
cerned about selling products that contribute to preventable 
causes of disease and death (Weber, Reed, & Kroner, 1989). 
Pharmacists must continue to pursue practice environments 
that compliment their professional opinions and standards 
when it comes to enhancing the public’s health. 
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Understanding Childhood Obesity 



Shannon Lynn Tynes 



This literature review addresses the substantial increase 
in children becoming overweight or obese in today’s soci- 
ety. Obesity is now the most prevalent nutritional disease of 
children and adolescents in the U.S. (Dietz, 1998c, p. 93). 
Research suggests the rise of childhood obesity is linked to 
poor eating habits, inactivity, and emotional stress. In addi- 
tion, genetics and the environment are key determinants of a 
child becoming overweight or obese. These factors affect 
the social, physical, and mental health of children. The most 
serious health threat occurs when obese children become 
obese adults. Recommendations for prevention include (1) 
use of behavior modification strategies such as problem solv- 
ing, goal setting, and self-monitoring; (2) involving parents 
in the treatment approaches, such as increasing parents’ ex- 
ercise levels; (3) involving schools and community resources 
in a collaborative approach to prevention and control of child- 
hood obesity. 

Introduction 

Obesity is now the most prevalent nutritional disease of 
children and adolescents in the U.S. (Dietz, 1998c, p 93). 
The number of overweight and obese children doubled in 
the past three decades (National Center for Chronic Disease 
Prevention and Health Promotion [NCCDPHP], 1997). 
According to the American Dietetic Association, one in four 
American children is overweight, and 25%-30% of Ameri- 
can children are obese (Moran, 1999). Though childhood 
obesity is linked to a number of chronic diseases, obesity 
remains under diagnosed and under treated (Moran, 1999). 
Without appropriate intervention, childhood obesity can per- 
sist into adulthood causing potentially adverse consequences. 

Overweight and obesity are related by distinct terms. 
Overweight children weigh more than the ideal weight for 
their age and height. Obesity is conventionally defined as 
20% or more above the appropriate weight for a related height 
(Rosen & Weinstein, 1999, p. 116). Numerous instruments 
can be used to assess a child for being overweight or obese. 
These instruments include anthropometric measures, body 
mass index, body composition, or skin fold calipers. Rather 
than focusing on diagnostic instruments, health profession- 
als should pursue strategies and resources to prevent child- 
hood obesity. Effective intervention ip^olves parents, 
schools, and community leaders to educate and reinforce 
positive health behaviors. This article discusses the prob- 



lem of childhood obesity, causes of childhood obesity, effects 
of childhood obesity, and ways parents, schools, and commu- 
nities can help prevent childhood obesity. 

The problem of childhood obesity 

Three hundred thousand U.S. adults die each year due to 
poor diet and inactivity (NCCDPHP, 1997). A poor diet is 
associated with the three leading causes of death in adults: 
coronary heart disease, cancer, and stroke (Guillaume, 1999). 
The physical, social, and psychological consequences of adult 
obesity are linked directly to a history of childhood obesity 
(Robinson, 1998). Overweight or obese children face a higher 
probability of becoming obese adolescents and obese adults. 
Not only can childhood obesity lead to obesity in adults, but 
more severe problems can occur as well. Obese children are at 
risk for hypertension. Type II diabetes mellitus, coronary heart 
disease, orthopedic problems, sleeping difficulties, and depres- 
sion. In addition, obese children often are teased and shunned 
because of their weight, causing them to develop a lower self- 
esteem and a poor body image. The Center for Nutrition Policy 
and Promotion supports a research agenda organized to iden- 
tify specific behaviors related to obesity (Dietz, 1 998c). Though 
researchers do not yet understand specific behaviors of obe- 
sity that should be targeted for prevention, they do know the 
general areas which need to be addressed. 

The causes of childhood obesity 

One current hypothesis suggests obesity results from inter- 
action of the environment and a genetic predisposition to ac- 
cumulate excess adipose tissue (Atkinson, 1999). This view 
identifies two general indicators of obesity: the individual’s 
DNA make-up (genes), and the environment in which a person 
lives. Genetic influences remain uncontrollable and unchange- 
able, at least for now, but the environment includes multiple 
facets that can be changed and controlled to a certain extent. 
Goran (1998) noted that Genetics permits a person to become 
obese, but environment determines if a person becomes 
obese(p.27 ). 

Genetics 

Obesity tends to occur in families, yet obesity is not neces- 
sarily inherited. Susceptibility to becoming obese depends on 
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one’s surroundings and circumstances (Mela & Rogers, 1998). 
In about 30% of childhood obesity cases, both parents of obese 
children are obese. However, about 25%-30% of obese chil- 
dren come from families with normal weight parents (Moran, 
1999). The presence of obesity in at least one parent signifi- 
cantly increases the risk that an obese child will become an 
obese adult (Moran, 1999). The prevalence of overweight is 
highest among racial/ethnic groups and lower socioeconomic 
classes, including non-Hispanic Blacks and Mexican Ameri- 
cans (Picciano, McBean, & Stallings, 1999). 

Studies have shown specific genetic contributions to a mul- 
titude of physiological and behavioral responses which might 
prompt overeating and obesity under certain circumstances 
(Dietz, 1 998c). More than 100 genes have been identified as 
contributors to the etiology of obesity, but no single gene is 
responsible for the obesity that affects the population (Atkinson, 
1999). However, single-gene disorders such as Prader-Will 
Syndrome can result in obesity (Humphrey, 1994). With the 
prevalence of obesity currently rising, changes in permissive 
environmental conditions become much more appropriate than 
the search for and treatment of individual defects (Mela & 
Rogers, 1998). Within the environment, obesity is associated 
with familial factors that include ethnic food preferences, eat- 
ing patterns, dietary composition differences, activity levels, 
and stress. 

Eating habits 

People typically gain weight when energy intake ex- 
ceeds the energy output (Rosen & Weinstein, 1999). Several 
studies indicate that, on average, obese children do not con- 
sume significantly more calories than their thinner peers (Mela 
& Rogers, 1 998). Why do these children become obese if they 
are not over consuming food? Energy output compromises 
the basal metabolic rate, the thermal effect of food, and activ- 
ity (Moran, 1999). Though too few studies have been conducted 
to give a complete explanation of food intake relative to obesity, 
numerous correlations to obesity exist regarding fast foods and 
foods high in fat and sugar (Mela & Rogers, 1998). 

According to the National Dairy Council (1996), because more 
mothers are working outside the home, children and adolescents 
today assume increased responsibility for their food selection and 
preparation. The increased availability and aggressive advertising 
of inexpensive, high calorie, high fat foods entice children away 
from healthful food choices. A primary cause of obesity involves 
the dietary habits of both the family and the child. Many children 
do not have a regular mealtime, and children often eat fast food 
due to lack of time for parents to prepare food. 

According to Dietz (1998a), the decline in the nuclear family 
has some association to the change of eating patterns in the United 
States. In the 1930’s, food was made from scratch in the home, 
giving parents control over what their children were consuming. 
In the 1 950’s, frozen food became available allowing women 
to spend less time in the kitchen. In the 1970’s, 
microwavable foods prompted two major changes in 



the food consumption of children. First, food intake and prepa- 
ration were no longer solely at the discretion of the parent. 
Second, children could select and prepare their own food. In 
the 1990’s, takeout and fast foods dominate the diets of most 
individuals. Today, takeout food accounts for more than 30% 
of a family’s food expenditures on a daily, weekly, or yearly 
basis. This practice occurs across all socioeconomic classes 
(Dietz, 1998a). 

Children consume most of their food from the top sections 
(dairy, meats, and sweets) of the food guide pyramid compared 
to the bottom sections (fruits, vegetables, and grains). Exces- 
sive consumption from the top of the pyramid causes children 
to consume more than 30% of their calories from fat (Rosen & 
Weinstein, 1999). This eating trend has been linked to dis- 
eases such as heart disease and colon cancer. Fifty-one per- 
cent of children and adolescents eat less than one serving of 
fruit a day, and 29% eat less than one serving a day of veg- 
etables that are not fried (NCCDPHP, 1997). In The shelter of 
each other: Rebuilding our families, Dr. Pipher alluded to the 
decline in nutrition knowledge of children in the United States: 
Because of divorce, many children live in two places. 
Children don’t get much exercise and many never eat meals. 
One teacher said that children don’t know the common veg- 
etables, such as carrots, celery, and cucumbers. They eat 
only fast foods and snacks (Pipher, 1997, p.75). 

Inactivity 

National studies indicate that many youth live sedentary 
lifestyles (National Dairy Council, 1996). They watch televi- 
sion, play video games, or use a computer (National Institute 
of Diabetes and Digestive and Kidney Disease [NIDDKD], 
1997). Children emulate their sedentary parents, teachers, and 
community leaders. Sedentary lifestyles contribute to adverse 
effects later in adolescence and adulthood. Fewer students 
participate in regular physical education classes, playground 
activities, and after-school sport programs (American Medical 
Association, 1995). Children are not following any particular 
plan to develop the fitness skills necessary for a healthy lifestyle. 

Another concern involves the availability of leisure trans- 
portation and its contribution to childhood obesity. This issue 
poses a question to the community about safe neighborhoods 
and school zones. Unfortunately, some communities are not 
as safe as they were years ago, prompting some parents to for- 
bid their children from walking and biking to school and play- 
ing in the neighborhoods or community parks (Robinson, 1998). 

Stress 

Emotional stress also may contribute to obesity. Depression 
is associated with weight gain, and about 10-20% of depressed 
patients gain weight (Atkinson, 1999). A common emotional 
difficulty among the obese involves low self-esteem, often as- 
sociated with a negative body image (B radon, 1989). Society’s 
preoccupation with viewing a thin figure as beautiful may con- 
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tribute to the poor body image of the obese. As American 
culture increasingly considers thinness as the ideal, obese chil- 
dren are seen in an increasingly negative light (Lukert, 1982). 
Ideal thinness and media images could be linked to obese chil- 
dren developing eating disorders and low self-esteem (Schmidt, 
1998). 

The effects of childhood obesity 

Growth 

Obesity affects the growth and development of a child. Obese 
children tend to be taller and begin puberty earlier than their 
peers (Schreiner & Phillips, 1998). Unfortunately, adults often 
assume obese children are older than their biological age. This 
assumption causes obese children to feel less intellectual, and 
they may become withdrawn in school or the community (Dietz, 
1998b). 

Physical health 

Obesity also compromises a child’s physical health. Obese 
children often experience signs of arteriosclerosis, high blood 
pressure, and orthopedic problems. These potentially mild 
health risks in childhood could escalate in adolescence and 
adulthood. Another dilemma regarding physical health involves 
the inability of obese children to perform physical activities or 
the embarrassment of performing the activities because of their 
weight (NIDDKD, 1997). Children need to learn the skills and 
knowledge to adopt a healthy physical lifestyle. 

Mental health 

Poor mental health is another effect of childhood obesity. 
Depression plays a reciprocal role. Typically, depressed in- 
dividuals tend to gain weight, but the converse occurs for 
obese people. They become depressed as a result of obesity 
(Wolman, 1982). Researchers offer different interpretations 
of why people over eat and why they use food as comfort. 
Food intake may serve as a substitute for unattained love or 
attention. The parent-child relationship plays a significant 
role in children’s eating habits and obesity (Dietz, 1998c). 
Again, all dimensions of parenthood have an underlying 
meaning and interpretation. Children could develop a sense 
of failure if parents do not respond to them and therefore 
use food as a comfort. Parents also use food as a reward. 
Often parents’ patience is challenged by the demands of rear- 
ing children, so they use food to quiet them or they use sweets 
to get them to eat vegetables. This practice could be a con- 
tributor of childhood obesity (Picciano, 1999). 

Social Health 

Overweight or obese children show a decline in social 
health. Unfortunately, in our society people have been so- 



cialized to show disapproval of obesity. Overweight and obese 
children have been stigmatized as lazy, stupid, and sloppy 
(Dietz, 1998b). Studies show that children express negative 
attitudes toward their obese peers as early as kindergarten, and 
they would prefer a playmate confined to a wheelchair or one 
disabled by a major physical handicap to one who is obese 
(Moran, 1999). If avoidance from peers begins as early as 
kindergarten, what will happen to the overweight or obese chil- 
dren? As a consequence, these children often suffer emotion- 
ally and are lonely throughout their lives. This situation poses 
a threat to their health and well being. 

Prevention measures for childhood obesity 

Jeffery (1998) offered two generalizations about preventing 
obesity. First, based on several studies that tested variations 
on parental involvement, actively involving parents in treat- 
ment can prove important and beneficial. Second, programs 
incorporating behavioral methods (e.g., self- monitoring, goal 
setting, problem solving, and contingency management) work 
more effectively than using only an educational approach. In- 
volvement of parents and an emphasis on increasing activity 
levels, in addition to nutritional and behavioral measures, seem 
crucial in obtaining significant short-term and long-term weight 
loss (Schmidt, 1998). If parents, schools, and communities 
work together to implement parent-based and goal -oriented 
programs as well as education, a tremendous impact accrues 
on the social, mental and physical health of children. 

Parents 

Parents can influence the eating habits and activity levels of 
their child by providing a positive role model. Overweight or 
obese children need support, acceptance, and encouragement 
from their parents (NIDDKD, 1 997). If children are overweight 
or obese, parents need to reassure them that they will love and 
care for them regardless of their weight (NIDDKD, 1997). 
Parents also should talk to their children about weight and any 
concerns they are experiencing. 

In addition, parents should approach exercising as fun for 
the entire family rather than as a chore for the overweight child. 
If children associate exercise with fun and entertainment, they 
will feel more inclined to make exercise a part of their daily 
routine. A key to increasing physical activity involves decreas- 
ing the amount of sedentary activities such as watching televi- 
sion, playing video games, and working on a computer. Par- 
ents need to teach children healthy eating practices so they will 
approach eating and exercise with a positive attitude. Parents 
of obese children should leam about prevention programs and 
treatments available so they can help make a difference. 

Schools and Communities 

Schools and communities can work collaboratively to help 
educate parents and children about the importance of healthy 
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eating, physical activity, and ways to deal with stress. Schools 
can design interdisciplinary programs for children to learn about 
healthy eating and physical activity. They also can incorporate 
nutritional and healthy behavior programs that reach a large 
number of students. 

The components of a coordinated school health program 
(Allensworth & Koble, 1987; Marx, Wesley, & Northrop, 
1998) offer numerous opportunities for schools to design 
interdisciplinary programs for children to learn about opti- 
mal health. The coordinated school health program can use 
multiple strategies to help children employ realistic health 
strategies for weight control. It is important that each of the 
eight components complement and reinforce the strategies 
used. School health instruction can help students understand 
and develop realistic views of weight and self-esteem. School 
Health Services, particularly involving the school nurse, can 
provide reinforcement and monitoring of the clinical aspects 
of obesity. School Physical Education programs can pro- 
mote lifelong fitness and tailor specific activity programs 
for the obese child. School counseling, psychological and 
social services can provide individual and group social sup- 
port activities involving children and parents. School Nutri- 
tion Services can offer nutritious, low-calorie meals as an 
option in school food services. The Healthful School Envi- 
ronment can encourage a healthful emotional climate, as well 
as a healthful physical environment, for the school. School- 
Site Health Promotion Programs for staff can assist school 
employees in maintaining personal fitness and in modeling 
a healthy and active lifestyle for students. Family and Com- 
munity Involvement in schools can offer a variety of sup- 
port. According to Parcel, Green, and Bettes (1988), the 
community can support the schools in addressing childhood 
obesity by providing reinforcing interventions to those ac- 
tivities initiated by the schools. 

Conclusion 

As a society, the U.S. faces an epidemic of childhood 
obesity. While further research still must be conducted to 
fully understand childhood obesity and to develop measures 
for prevention and intervention, education of the public about 
the causes and effects of the disorder can be helpful. Work- 
ing collaboratively, parents, schools, and the community can 
help these children achieve a healthier life. 
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Implications for Health Education 
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Abstract 

Health educators must learn to better satisfy the consumer’s 
increasingly sophisticated medical information needs. Con- 
sumers today seek health information from a variety of 
sources, including friends and family, health care providers 
and public health agencies, schools and libraries, support 
groups, the media, and the Internet. This paper examines the 
democratization of medical information as a result of wide- 
spread computer access to electronic medical databases and 
the Internet. Using articles gleaned from the health science 
literature, as well as more popular sources and web sites, 
this paper reviews the changes in medical information dis- 
semination as a result of technological advances. Health 
educators can respond to the consumer information revolu- 
tion by acting as gatekeepers and facilitators, directing con- 
sumers to relevant and meaningful sources of health infor- 
mation. 

Introduction 

Health educators must learn to satisfy the increasingly so- 
phisticated medical information needs of consumers. Many 
consumers are educating themselves by gathering health in- 
formation from family, friends, the media, electronic data- 
bases and the Internet. Health educators can act as 
gatekeepers to direct consumers to sources of meaningful 
health information, assist consumers in evaluating such in- 
formation, and to extract and explain consumer needs. In 
this role as consumer advocate, health educators can teach 
consumers how to evaluate the quality, credibility, and reli- 
ability of medical information disseminated using new tech- 
nologies. 

With the advent of popular electronic access to medical da- 
tabases and the Internet, the average person can access medi- 
cal information more easily than in the past. Technological 
advancements, especially the Internet, allow unfettered access 
to information on all topics. Recent estimates place the num- 
ber of Internet users in North America at more than 80 million 
(Nielsen Media Research, 1998). Mailgroups, newsgroups, 
bulletin boards, and the World Wide Web lend themselves to a 
widening social and intellectual community where par- 
ticipants freely share information. Medical information has 
become democratized, even for those too poor to own 



a personal computer. People without computers in their 
homes can access the Internet on computers available in 
schools and public libraries. In 1998, almost 75% of public 
libraries offered Internet access to the public. By the end of 
the year 2000, that number should reach close to 1 00% of all 
public libraries (American Library Association, 1998). 

Consumer expectations are higher than ever regarding 
medical care and medical information. Consumers counton 
health care professionals to keep up with the latest develop- 
ments in the medical field, especially when the consumer is 
also doing so. With the advent of managed care, brief hospi- 
tal stays, escalating medical costs, Medicare cutbacks, de- 
creased insurance coverage, and hospital staffing shortages, 
consumers are becoming their own advocates and case man- 
agers (Bruegel, 1998; Kantz et al., 1998). Many consumers 
are taking responsibility for learning as much as possible 
about their disorders and about how to treat them. They 
bring lists of questions to health care professionals and de- 
mand answers, expecting the most for their hard-earned dol- 
lar. Health professionals, meanwhile, find they have less 
time to spend with individual patients. 

Not satisfied with traditional allopathic remedies, increas- 
ingly diverse segments of the American population are look- 
ing for alternative and complementary therapies. The num- 
ber of people in the United States who used alternative thera- 
pies increased from 36% in 1990 to 46% in 1997 (Eisenberg 
et al., 1998). In a recent survey of Florida residents, 62% 
had used one or more alternative therapies (Burg, Hatch, & 
Neims, 1 998). Homeopathic and herbal treatments are mov- 
ing from the health food store and mail order outlet to the 
grocery store and pharmacy. An Office of Alternative Medi- 
cine has been established at the federal level as part of the 
National Institutes of Health. Mainstream peer-reviewed 
journals are publishing studies about alternative therapeutic 
modalities (Bensoussan et al., 1998; Oken, Storzbach, & 
Kaye, 1998; Wilt et al., 1998). Alternative medicine appeals 
to the consumer’s sense of participation, self-empowerment, 
authenticity, and self-identity (Kaptchuk & Eisenberg, 1 998). 

Adults are eager to learn about their health and the dis- 
eases that affect themselves and their families. Evidence of 
this demand is seen in the number of books, popular maga- 
zine articles, and newspaper press releases on health sub- 
jects. The number of newsletters devoted to consumer health 
issues is proliferating. Individuals as well as libraries sub- 
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scribe to health newsletters such as Harvard Health Letter, 
Health Facts, Mayo Clinic Health Letter, and University of 
California at Berkeley Wellness Letter. The National Library 
of Medicine has begun to include citations from these news- 
letters in its Medline database. 

Marketing surveys consistently find that consumers dis- 
play a strong interest in health matters and look to technol- 
ogy to find innovative and creative avenues to answer their 
medical questions (Deering & Harris, 1996). According to 
a recent Harris poll, 68% of people who used the Internet 
did so to find medical information. Ninety percent were 
successful in locating web sites that met their needs (Poll, 

1 999). In his book Health Online, Ferguson (1996) explains 
the advantages of online venues for building self-help com- 
munities. 

Where Do Consumers Find Medical Information? 

The first place consumers go for health information is to 
other consumers (Ferguson, 1996). Friends and family, es- 
pecially if they have personal experience with the particular 
medical problem, can be especially supportive sources. 
However, unless a family member is also a health care pro- 
fessional, information may be primarily anecdotal, inaccu- 
rate, or piecemeal. 

Other traditional sources for medical information include 
public and cable television programs such as Dr. Andrew 
Weil’s >8 weeks to optimum health workshops (Weil, 1995, 

1997) . Consumers also call or write government or non- 
profit health agencies for information and advice (Calvano, 
1991). 

Support groups, face-to-face or online, provide another 
venue for information. A trained facilitator usually leads the 
group, thus ensuring the information is filtered for facts and 
discrepancies. Online support groups often use trained fa- 
cilitators as well. Some, especially self-help forums on com- 
mercial providers like America Online and CompuServe and 
the moderated mailgroups, assign at least one person to moni- 
tor contributions. Newsgroups, bulletin boards, and 
unmoderated mailgroups do not include monitoring. How- 
ever, health care professionals are often members of such 
groups, frequently contributing comments, correcting errors, 
offering explanations, and answering questions (Ferguson, 

1998) . 

Consumers also go to libraries for books, magazines, and 
videos on health matters. Research and public libraries of- 
ten offer medical databases such as Medline for public use, 
and consumers use them to find research and reports on 
medical treatments, clinical trials, and other health-related 
topics (Deering & Harris, 1996; LaRocco, 1994; Martin & 
Lanier, 1996). 

With the advent and popularization of the Internet, espe- 
cially the World Wide Web, consumers are turning to elec- 
tronic sources for health information (Lindberg & 
Humphreys, 1998; Pesut, 1998). Medical information, for 



merly the exclusive province of physicians, is now available 
to all. Creation of the HealthFinder gateway and free access 
to the Medline database in the form of PubMed eliminated 
major barriers to citizen access to health information. Modlin 
(1998) estimates that users conduct about 10 million Medline 
searches each month. Librarians and researchers perform 
36% of these searches, while physicians conduct another 
third. Surprisingly, the public performs approximately 30% 
of all searches, and this figure should increase as word 
spreads about the availability of the database. 

Now, the person with HIV infection can seek information 
on the latest drugs and clinical trials, while the Desert Storm 
veteran can research the latest developments and controver- 
sies surrounding Gulf War Syndrome. Newly diagnosed 
patients, whether suffering from colon cancer or depression, 
can explore the diagnosis, treatment, and rehabilitation of 
their disorders in the international medical literature. 

Quality Control on the Internet 

The Internet has transformed the home computer into a 
virtual medical library with resources formerly found only 
in the largest universities. However, much of what is found 
on the Internet is not accurate. Publishing on the Internet is 
so easy and inexpensive that quality filters are difficult to 
establish. Numerous studies show that medical web sites 
often give inaccurate or misleading information (Coelho, 
1998; Jadad & Gagliardi, 1998; Silberg, Lundberg, & 
Musacchio, 1997). Background information and credentials 
about web site creators is frequently absent. In some cases, 
misinformation has resulted in serious consequences, even 
death (Weisbord, Soule, & Kimmel, 1997). 

While attempts have been made to establish criteria for 
evaluating medical web sites (Eysenbach & Diepgen, 1998; 
Rippen, 1997), no broad consensus exists regarding regula- 
tion. Many people view efforts at regulation as an infringe- 
ment of free speech, and such attempts are strongly resisted 
(Coiera, 1998). Therefore, consumers must learn the at- 
tributes of a trustworthy site and the warning signs of poor 
quality and erroneous information. Pealer and Dorman 
(1997) suggest an uncomplicated evaluation form for health 
educators to use when considering the attributes of a par- 
ticular health-related site. This tool could be adapted for 
use in adult classroom settings. Because it is impossible to 
catalogue and review all health information on the Web, con- 
sumers must learn to identify components of a good site and 
to recognize warning signs of a poor one. Kotecki and 
Chamness (1999) devised a validated tool for consumers to 
use when assessing the quality of health-related web pages. 

Consumers lack a suitable frame of reference for assess- 
ing the reliability and suitability of health information found 
on the Internet (S. M. Dorman, personal communication, Feb- 
ruary 18, 1999). Most other media have their own particular 
yet familiar means of discerning the reputation and back- 
ground of an author, publisher, or television or radio station. 
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On the Internet, however, it is difficult to identify and verify 
the credentials of mailgroup contributors or web site cre- 
ators. Establishing such a frame of reference can be an 
integral aspect of the health educator’s role. 

Implications for Health Educators 

Consumers are better equipped to explore health informa- 
tion than ever before. They can learn about new diagnoses, 
treatments, and medications quickly and easily from a vari- 
ety of sources. By the time consumers attend health educa- 
tion or patient education classes, they are armed with the 
latest information, perhaps bringing with them copies of press 
releases or scholarly research articles about new drugs or 
therapies. 

Health educators can respond to the consumer informa- 
tion revolution by acting as facilitators and helping consum- 
ers locate meaningful sources of medical information. Be- 
coming informed and keeping current in a world exploding 
with information is key. Published works, video productions, 
television programs, computer databases, Internet tools, and 
other avenues of health communication all represent essen- 
tial and viable components of the consumer health informa- 
tion revolution. Health educators must learn what consum- 
ers are reading, viewing, and hearing, regardless of format. 
They must keep abreast of the professional and lay litera- 
ture, participate in community organizations, and listen to 
consumer concerns and needs. To accomplish this, health 
educators need to actively engage with consumers in schools, 
at work, and in the community. 

The role of facilitator relates directly to several important 
responsibilities of Certified Health Education Specialists 
(CHES) (National Commission for Health Education 
Credentialing, 1 996). Under CHES Responsibility VI, Com- 
petencies A, C, and D, health educators must use computer 
databases effectively, respond to requests for information 
using a variety of resources, and evaluate and choose appro- 
priate educational materials. In addition, CHES Responsi- 
bility VII, Competencies C and D, require health educators 
to use a variety of methods and techniques in communicat- 
ing health information to the public while fostering benefi- 
cial relationships between consumers and health care pro- 
fessionals. 

Success in achieving this facilitator role will involve ex- 
tensive reading, networking with other professionals, and 
becoming familiar with a variety of electronic sources and 
databases. These databases may include Medline, Cumula- 
tive Index to Nursing and Allied Health Literature 
(CINAHL), PsychLit, HealthStar, International Pharmaceu- 
tical Abstracts, and InfoTrak’s Health Reference Center. 

Colleges and universities with health science education 
programs must introduce to students, early in the curricu- 
lum, the concept of consumer demand for health informa- 
tion. Training in the various methods of supplying informa- 
tion, encompassing the latest technological venues, is essen- 



tial. Ideally, such a curriculum would include in-depth in- 
struction on searching various health-related databases, both 
free and proprietary. Practical methods for finding health 
information on the World Wide Web using medical search 
engines and directories, as well as how to evaluate retrieval, 
also should be addressed. 

In addition, innovative forms of online communication, 
including the use of mailgroups and newsgroups for health 
behavior support can be explored. Encouraging students to 
join online support groups as a class assignment can be par- 
ticularly advantageous. Joining such groups would provide 
students with the opportunity to understand problems faced 
by those trying to change a health behavior or accommodate 
to a disorder. 

For the practicing health educator, continuing education 
programs and workshops on consumer health trends and re- 
sources, search strategies for Internet technology, and qual- 
ity evaluation of Internet sites provide a practical means of 
staying current on a contemporary issue. Mastering these 
strategies and techniques will help health educators in all 
health promotion arenas, including schools, public health 
and voluntary organizations, hospitals, and worksites. 

The increasing appeal of alternative and complementary 
therapies means that health educators need to keep abreast 
of trends in unconventional treatments. Helping adults find 
reliable information on unconventional remedies and dis- 
cerning its validity should be a major component of the health 
educator’s role. 

Printed guides, both books and journals, can be valuable 
for keeping up with the most recent health web sites and 
support capabilities. Medicine on the Nety a monthly jour- 
nal, is a reliable source of reviews, but many professional 
journals in the health field now cover Internet resources. 
Readers also can find a number of good books on various 
topical medical web sites. The Consumer Health Informa- 
tion Source Book by Rees (1998), the gold standard for ma- 
terial in this arena, includes bibliographies on medical con- 
sumerism, clearinghouses, magazines, newsletters, pam- 
phlets, electronic databases, and web sites. For resources 
specific to cancer. Cancer Resources on the Internet (Wood 
& Delozier, 1997) is a good place to start. Listings of help- 
ful web sites (Table 1) and books (Table 2) are available. 

Networking can take place formally and informally at con- 
ferences, workshops, and annual meetings. Many national 
and local health education groups sponsor special programs 
focusing on innovative ways to meet consumer and patient 
health needs. Mailgroups (listservs) provide a vehicle for 
keeping one step ahead of consumer interests. In addition to 
sharing news about web sites, members often contribute in- 
novative methods and teaching strategies for consumer and 
patient programs. HEDIR (Health Educator’s List), NIFL 
(Literacy in Health Education), HLTHEDUC (Healthcare 
Education List), and MEDLIB (Medical Library List) are 
several examples. 

Health educators should incorporate Internet resources as a 
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Table 1: Web Resources for Consumer Health Information 




Agency tor Health Care Policy & Research: Consumer Health 
http://ww w.ahcpr. eov/con sumer 




CANCERLIT 

http;//www.cnetdb.nci.nih. 20 v/cancerlit 




CenterWatch Clinical Trials Listing Service 
http://www.centerHatch.com 




Core Bibliography of Consumer Health Reference Books 
http://librarv.uchc.edu/departm/hnet/corelist.htmI 


Food & Drug Administration 

http://www.fda.eov 


Health A to Z 

http://www.healthatoz.com - — 


Health World Online 

http://www.healthv.net — 


HealthFinder 

http://www.healthfinder.gov 


Health Web Resource List 

_http://w w w. uic. edu/depts/1 i b/health/hw/c on su me r/i ntemet.html 


Mayo Clinic Health Oasis 
http://www.mavohealth.org 


Medicine Net 

http://www.medicinenet.com ^ 


MedlinePlus 


NetMed’s Health Care Guide to the Internet 

httn!//netmed.com/intro.html — 


NOAH: New York Online Access to Health 


Office of Alternative Medicine. National Institutes of Health 


OncoLink 


PiihMfid rMgdltnft^ 



http://www.ncbi.nlm.nih.gov/PubMed 
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Table 2: Print Resources for Consumer Health Information 



Maxwell. B. ( 1998). How to find health information on the Internet. Washington. D. C.: 
Congressional Quanerly. 



Murray. S. (1995). Developing a consumer health information service: A prac tical guide, 
Toronto. Ontario, Canada: Metropolitan Toronto Reference Library. 



Rees. A. M., Editor ( 1998). Consumer health information source book. 5ih edition. Phoenix, 
AZ: Or>'x Press. 



Scott. R.. Gibbs, M. A., Sullivan-Fowler, M., & Rowe, N. (1997). Mosby's medical su rfari: A 
guide to exploring the Internet and discovering the too health care resources,. St, Louis, MO: 
Mosby- Yearbook. 



Wolff. M. (1997). Net doctor Your guide to health & medical advice on the Internet & onhne. 
services. NY: Wolff New Media. 



regular and essential part of curriculum planning and de- 
sign. This objective can be accomplished by preparing sepa- 
rately planned segments of educational programs or by al- 
lowing for spontaneous discussions integrated into presen- 
tations of information on health topics. For example, a class 
on heart disease prevention might offer the consumer sev- 
eral reliable web sites on heart disease. A patient education 
session on breast cancer could suggest online support groups 
for breast cancer survivors. Employee wellness programs 
can incorporate lessons on verifying and researching news 
items about the latest diet drugs and exercise strategies. It is 
paramount that health educators teach consumers how to 
evaluate health-related materials for accuracy, timeliness, 
authority, and bias, especially for information found on sites 
on the World Wide Web. 

Summary 

As consumers continue to participate actively in the health 
care process, their demand for medical information will in- 
crease. Health educators can play an instrumental role in 
guiding consumers through the vast maze of available health 
information. Becoming familiar with the most authorita- 
tive electronic resources should be a primary task of health 
educators. The ever-changing nature of these resources and 
the emerging new technologies presents a constant but cru- 
cial challenge. 
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